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Less than one hundred cases of choles- 
teatomata have been reported in litera- 
ture. They are not only rare, but their na- 
ture and origin are unusual, and the clini- 
cal diagnosis is difficult. 

We use the term epidermoid from the 
suggestion of Critchley and Ferguson, 
who have so completely reviewed the in- 
formation and reports on such cases. It 
perhaps is more commonly called an in- 
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tracranial cholesteatoma. However, it is 
not to be confused with the so-called 
cholesteatoma of the middle ear or mas- 
toid region, which is occasionally encoun- 
tered, probably as the result of chronic 
inflammation. There is also a_ so-called 
skin cholesteatoma which is evidently the 
result of chronic inflammatory changes. 
The tumor herein reported is probably 
congenital, is neoplastic only in the sense, 
that it is a misplaced embryonic structure 
serving no useful function. It grows very 
slowly ; or perhaps more properly, becomes 
larger very slowly, because of the increase 
in degenerated material in its center. It 
does not infiltrate tissue, neither has it 
been known to give rise to metastases. The 
tumor is cystic in nature, the wall of the 
cyst being composed of a layer of squa- 


brain showing the cerebellar tumor 
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FIGURE FIVE — Semidiagramatic high power 
microphotograph showing the epithelial 
nature of the tumor. 


mous epithelium with the stratum corn- 
eum on the inside. The cavity of the cyst 
is filled with laminated layers of desqua- 
mated, squamous type cells packed so 
tightly, that the outer layers give a 
pearly gray appearance. It is this portion 
which contains the cholestrin which has 
been explained as being the result of the 
breaking down of keratin. In the case re- 
ported herein, the center was soft, brown 
and dry. The outer layer, or that which 
corresponds to the basement membrane or 
basal cell layer, is supported by mesoblas- 
tic tissue and closely associated with the 
meninges at least in some areas. The tum- 
or is remarkable because of its lack of 
vascularity. 


REPORT OF CASE 


T. A. B., white male, merchant, the father of a 
physician; aged 58 years gave a history as fol- 
lows: ; 

Early Symptoms. About twenty-five years ago 
he could not balance himself on his right foot, 
but could stand on the left foot in a normal man- 
ner. In 1919, he began to stagger to the right, 
this symptom being exaggerated by fatigue. 
From the earliest recollection he found it diffi- 
cult to stay on the side walk when walking, ex- 
cept by consciously resisting his tendency to go 
to the right. He had failing eyesight and pro- 
cured glasses. He first noticed diplopia in 1924. 
For about ten years, he had had indefinite gas- 
tric symptoms, nervousness and insomnia. There 
was no vomiting, but severe headaches were fre- 
quent in the past ten years. 


Later Symptoms. The staggering became more 
marked, and he complained of constant dizziness. 
He had frequent, recurring attacks of “neuritis” 
of the right leg and nose, which were relieved by 
large doses of salicylates. He became mentally 


depressed and worried over his condition, often 
saying, “I must have a brain tumor because of 
pressure in my head.” He became more depres- 
sed, developed delusions of persecution and went 
to bed in February, 1930. His headache, weak- 
ness, and mental derangement grew gradually 
worse, but he was able to recognize his family 
and friends until the last. Two days before his 
death he had a mild convulsion ox chill which was 
followed by fever and delirium. Following a hy- 
podermic of morphine % grain, he became un- 
consicious and died two days later. 

He had had no previous illness of importance, 
operations or injuries. His habits were good, ex- 
cept that he drank coca cola excessively, as much 
as ten to twenty bottles daily. His father died 
of chronic nephritis at 63 years of age, and the 
mother died at 73 years of age of lobar pneu- 
monia. It is interesting to note that one brother, 
63 years of age, died of an obscure type of dis- 
ease of the central nervous system, which was 
diagnosed by competent physicians as lethargic 
encephalitis. However, no necropsy was done. 
The family history is otherwise irrelevant. 

This patient had been examined by a 
number of physicians. Dr. W. J. Jolly, 
Oklahoma City, had suspected a neurol- 
ogical lesion twenty years previously, but 
was unable to localize it. 

The Wassermann and spinal fluid tests 
were repeatedly negative in every respect. 
Blood counts and urinalyses were irrelev- 
ant. The blood pressure was always low, 
ranging from 90-60 to 130-80. The knee 
jerks were exaggerated, Rhomberg was 
negative, Babinski, ankle and patellar 
clonus were negative. 

Dr. D. D. McHenry, Oklahoma City, 
made repeated examinations of the eyes 
during the last three years and reported 
partial paralvsis of the external rectus 
muscle. The eye grounds were negative, 
vision and the pupillary reflexes were nor- 
mal. 

Dr. George LaMotte, Oklahoma City, 
attended the patient immediately before 
death and made a diagnosis of cerebellar- 
pontine tumor. 

Necropsy was limited to the brain. The 
accompanying photographs show the lo- 
cation and size of the tumor. It was 
pearly gray at the periphery, soft, brown 
and caseous in the center. 

The microscopic examination revealed 
the tumor herein illustrated and describ- 
ed in the introduction. 


SUMMARY 


Cerebro-spinal epidermoid (cholestea- 
toma) is a very rare tumor. It is probably 
congenital and grows or becomes larger 
very slowly. 

Since the diagnosis is difficult, epider- 
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moids are probably more common than 
literature indicates. 

The case herein reported was the father 
of a local physician and the history re- 
liable and unusual. 
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PNEUMONIA DUE TO ASPIRATION OF 
LIPOIDS 

According to John W. Pierson, Baltimore 
(Journal A. M. A., Oct. 1, 1932), fats and oils are 
often aspirated into the lungs when given to 
young children either orally or by way of the 
nasophaiynx. After oils have been aspirated and 
they reach the alveoli of the lungs, they cause a 
profound and rapid reaction which represents an 
effort on the part of the lungs to expel the for- 
eign material. Extensive changes take place in 
the pulmonary structure in a few days. These 
changes are registe:ed on the roentgenogram, 
but their interpretation is extremely difficult. 
The roentgen studies in lipoid pneumonia often 
simulate those of tuberculosis, and it is almost 
impossible to differentiate these two processes, 
ym ‘a single x-ray film. Pneumonia due to lipoids 
occurs but rarely, but a lively realization of its 
possible existence in any given case will lead to 
its more frequent detection. 


-_——_———_0- - ———__—_— 
“STONE WALLS DO NOT A PRISON MAKE 
NOR IRON BARS A CAGE.” 


Winter is a jailer who shuts us all in from the 
fullest vitamin D value of sunlight. The baby 
becomes virtually a prisoner, in several senses: 
First of all, meterologic observations prove that 
winter sunshine in most sections of the country 
averages 10 to 15 per cent less than summer sun- 
shine. Secondly, the quality of the available sun- 
shine is inferior due to the greater distance of 
the sun from the earth altering the angle of the 
sun’s rays. Again, the hour of the day has an 
important bearing: At 8:30 A. M., there is an 
average loss of over 31%, and at 3:30 P. M., over 
21%. 

Furthermore, at this season, the mother is like- 
ly to bundle her baby to keep it warm, shutting 
out the sun from baby’s skin; and in turning the 
carriage away from the wind, she may also turn 
the child’s face away from the sun. 

Moreover, as Dr. Alfred F. Hess has pointed 
out, “it has never been determined whether the 
skin of individuals varies in its content of ergos- 
terol” (synthesized by the sun’s rays into vitamin 
D) “or, again, whether this factor is equally dis- 
tributed throughout the surface of the body.” 

While neither Mead’s Viosterol in Oil 250 D nor 
Mead’s 10 D Cod Liver Oil with Viosterol ccnsti- 
tutes a substitute for sunshine, they do offer an 
effective controllable supplement especially im- 
portant because the only natural foodstuff that 
contains appreciable quantities of vitamin D is 
egg-yolk. Unlike winter sunshine, the vitamin D 
value of Mead’s antiricketic products does not 
vary from day to day or from hour to hour. 


THE IMPORTANCE OF EARLY DIAG- 
NOSIS IN TUMOR OF THE BRAIN 
HARRY WILKINS, M.D. 

, OKLAHOMA CITY 

We have, throughout our’ medical 
career, heard the cry for early diagnosis 
in every disease with which we deal. In 
some diseases, it prevents their dissemi- 
nation by contact with other people. In 
others, the prognosis with an early diag- 
nosis is a valuable aid to the economic 
management of the case. In every disease, 
it permits the application of the proper 
treatment at a time when the treatment 
will do the most good and possibly effect 
a complete cure. I know of no disease in 
which the above remarks are more appli- 
cable than in cases of tumor of the brain. 





In the late recognition of this all too fre- 
quent disease, the economic factor alone is 
worthy of interest, particularly at this 
time of financial stress. Not infrequently, 
extensive and expensive procedures are 
resorted to which fail to give a clue as to 
the cause of symptoms. Sometimes the 
symptoms of vomiting and headache are 
thought to be due to pathology in the ab- 
domen that goes unproven at operation 
and the patient’s symptoms persist. 
Glasses may be fitted and refitted in the 
attempt to correct the visual disorder 
without success. A large number of people 
seek aid from osteopaths, chiropractors 
and various charlatans who promise won- 
derful cures. This necessitates the ex- 
penditure of considerable money. We, as 
physicians and surgeons, need not con- 
sider the economic factors further, as the 
duty we have to perform is that of ad- 
ministering to the sick in a way that 
gives the maximum relief. If it is impos- 
sible to effect a cure, our next duty should 
be to give the maximum symptomatic re- 
lief. This is a poor substitute for a cure, 
especially when important cerebral func- 
tions are permanently impaired. For inst- 
ance the vision, the muscular control of an 
extremity or some permanent mental de- 
fects as produced by the growth itself or 
its surgical removal. 

I recently saw a patient with a tvpical 
syndrome of an auditory nerve tumor. 
Her symptoms had been present for years. 
For one year she has had complete loss of 
vision resulting from the marked increase 
of intra-cranial pressure resulting in sec- 
ondary optic atrophy. She refused surg- 
ical treatment offered to save her life, re- 
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lieve her headache, vomiting and disturb- 
ance in gait, as I could not promise re- 
storation of vision. She chose the route to 
certain, early death rather than go 
through the remainder of her life without 
useful vision. 


In the late cases of cerebral glioma, we 
occasionally find it necessary to resort to 
extensive block dissections to prevent ex- 
tension and recurrence of the tumor grow- 
th. This may produce damage to a motor 
center, or a portion of the motor cortex 
may have to be removed, impairing the 
function of an extremity or other equally 
important functions. For example: W. 
W., a white girl, age 26, entered Univers- 
ity Hospital in October, 1931, referred by 
Dr. Chas. Rayburn of Norman, Oklahoma. 
She gave a history of Jacksonian convul- 
sions over a period of months. The re- 
moval of a glioma from the right fronto- 
parietal region left a permanent loss of 
function in the left arm. We here sacri- 
ficed the use of the arm, but succeeded in 
saving her life. 


Occasionally, the steps necessary for the 
removal of a large benign extra-cerebral 
tumor may leave permanent damage or 
impairment of a function or functions. 


A. P., age 42, referred by Dr. J. J. 
Caviness, Oklahoma City, was admitted to 
University Hospital, February 20, 1932. 
He had a history of generalized convuls- 
ive seizures beginning twelve years ago. 
He had worked as a musician and comed- 
ian until recently, when his vision had 
failed rapidly. As the greater portion of 
his tumor, an endothelioma, was in the 
left middle fossa, it had to be approach- 
ed from the left side. In the partial re- 
moval of this lesion, he sustained damage 
to the speech centers which incapacitated 
him for his particular type of work. Had 
the lesion been diagnosed early, its re- 
moval could have been executed without 
damage to surrounding structures. 


I could go on at length, with such cases 
illustrating the loss of cerebral function 
that accompanies the late diagnosis of 
brain lesions. The time will be spent to 
greater advantage by refreshing our 
memories with some of the symptoms or 
signs which may give the clue to an early 
diagnosis. 

We are all familiar with the great triad 
in the past considered necessary to the 
diagnosis of brain tumor, namely, choked 
discs, headache and vomiting. Too often 
we depend on these things for our diag- 


nosis and in so doing, lose valuable time. 
It is true that these may all be present and 
sometimes occur early in the course of 
neo-plastic growth, particularly if the 
growth is at a point where obstruction to 
the flow of cerebro-spinal fluid causes a 
general increase of intra-cranial pressure. 
If, on the other hand, the lesion is located 
at a point where such an obstruction fails 
to occur or occurs late in the disease, the 


tumor may reach enormous size before - 


any one or all of these symptoms appear. 


The enumeration of some symptoms of 
generalized intra-cranial pressure is 
worthy of your attention at this time. 

Generalized convulsions have been 
known to be produced by a general in- 
crease of intra-cranial pressure. Drowsi- 
ness and stupor accompany increased 
pressure but as a rule occur as very late 
symptoms. Yawning and scratching the 
nose incessantly, has frequently been ob- 
served. A unilateral weakness of the 
lateral rectus of the eye, (as supplied by 
the 6th cranial nerve), has been a frequent 
sign of general pressure as described by 
Cushing’, who has given us definite ana- 
tomical proof for his statements regard- 
ing strangulation of this nerve. In addi- 
tion to vomiting, other medullary symp- 
toms sometimes occur. A patient will show 
retardation of the pulse and respiratory 
rate particularly, if edema accompanies 
the growth or, if a rapid rise in pressure 
should occur, as with hemorrhage into a 
tumor. Frequently, an early choked disc 
may be missed, if we fail to use the oph- 
thalmoscope to examine the patient’s eyes, 
as a more or less routine procedure. 


The X-ray plate may give evidence of 
increased pressure. In the adult, this may 
appear as a_ generalized convolutional 
marking in the skull. Sachs’, has called 
our attention to a localized convolutional 
marking in the temporal region, which he 
believes is an early evidence of increased 
pressure. In children up to the age of 16 
years, generalized convolutional markings 
are insignificant unless accompanied by 
separation of the suture lines. In children 
or persons with soft cranial bones, pres- 
sure for a shorter time will produce these 
impressions that only appear late in the 
adult. 


More important than these general 
signs, we have numerous signs of a focal 
nature, that suggest the presence of a 
tumor early in its course. A volume would 
be required to give a clear concept of this 
particular phase, if discussed in detail, 
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and as our time will not permit a lengthy 
discussion, I will touch the more import- 
ant points very briefly. 

Impairment in the function of the vari- 
ous cranial nerves, may give a lead. 

A unilateral loss of smell is very signifi- 
cant in that a tumor at the base of the 
frontal lobe may affect the olfactory 
nerve by direct pressure. 


Disturbance in vision is a _ frequent 
symptom of intra-cranial tumor. A 
frontal tumor may press directly on one 
optic nerve, causing blindness from a 
primary optic atrophy and choking of the 
opposite disc as brought to our attention 
by Foster Kennedy’. The various field de- 
fects too, may be of significance, since the 
bi-temporal field defect is an early sign 
of pituitary tumor, the homonomous 
superior quadratic defect a result of a 
temporal lesion and the more complete 
homonomous defects occur with tumors 
posteriorly in the occipital lobe. The chok- 
ed disc, although a late sign of tumor, is 
itself frequently passed up for weeks, un- 
til marked visual impairment exists, be- 
cause we fail to examine the eye grounds. 


Involvement of the third, fourth or 
sixth nerves, aside from the impairment 
of the sixth, due to general increase of 
pressure as previously mentioned, will be 
found in lesions about the tip of the tem- 
poral lobe and may be accompanied by 
pain in the ophthalmic division of the 
fifth nerve. Aneurysms of the internal 
carotid artery frequently give this syn- 
drome. 

Trigeminal nerve involvement, particu- 
larly the continuous pain and motor fifth 
paralysis, may lead to the diagnosis of a 
very rare lesion, namely, tumor of the 
Gasserian ganglion. Numbness in the fifth 
nerve distribution may be associated with 
a cerebellar-pontine angle tumor pressing 
on the posterior root of the fifth cranial 
nerve. 

Weakness of the lower facial muscles 
as supplied by the seventh nerve may ap- 
pear early in frontal or temporo-frontal 
lesions. I wish to caution you here to look 
for the slight sagging at the angle of the 
mouth which may be seen with the pa- 
tient’s face in repose or in talking, but ab- 
sent on voluntary innervation of the face. 


Unilateral loss of hearing with tinnitus 
aurium, vertigo and accompanying neigh- 
boring nerve involvement, with the occas- 
ional added symptoms of cerebellar in- 
volvement, should warn one to be on the 


lookout for an acoustic nerve tumor, a be- 
nign but dangerous lesion. 

The other cranial nerves rarely show 
early evidence of tumor and we will not 
discuss the part they play at this time. 

Symptoms of localizing value applicable 
to the various cranial lobes are very im- 
portant. We have learned that impaired 
memory, changes in personality, lack of 
care of one’s personal appearance and lack 
of concern regarding one’s condition or 
impending dangers, are frequently seen in 
frontal lobe lesions, These symptoms with 
associated contra-lateral facial weakness, 
contra-lateral, exaggerated tendon re- 
flexes and speech defects if on the left 
side in right handed persons or on the 
right side in left handed individuals, are 
very strong proof of a frontal tumor even 
if headache, vomiting and choked discs 
are all absent. Fronto-parietal tumors will 
either cause irritation (Jacksonian con- 
vulsions), or paresis (weakness) or pa- 
ralysis on the contra-lateral side with the 
accompanying exaggerated reflexes, posi- 
tive Babinski. Oppenheim and Chaddock, 
absent abdominal reflexes and clonus at 
the knee and ankle. Parietal lobe lesions 
in addition to giving sensory impairment 
on the contra-lateral side, may cause a loss 
of ability to recognize objects placed in 
the contra-lateral hand. This loss of 
stereognostic sense, was first described by 
Mills‘ in 1901. 

Temporal lobe lesions may cause im- 
pairment of the pyramidal tract function 
if large. Smaller lesions may be discover- 
ed from the homonomous superior quad- 
ratic visual field defect as found by peri- 
metric test. A group of fibers, known as 
Myer’s’ loop have been found to pass 
through the temporal lobe supplying this 
area of the retina. Of course, temporal 
lobe lesions on the side of the speech cen- 
ter cause aphasia of a varying degree. 
Lesions toward the inferior mesial surface 
of the temporal lobe, cause attacks known 
as “uncinate” fits. The patient has a mo- 
mentary dreamy state, associated with an 
olfactory hallucination. One patient, whose 
symptoms had been present for years, 
first had just this syndrome to which no 
attention was paid. A benign extra cere- 
bral tumor, causing pressure in this reg- 
ion, produced the attacks. Recently, we 
removed a temporal lobe tumor from a 
young farmer of 32 years, who had never 
experienced headaches, vomiting or choked 
discs. He, in fact, had no lateralizing signs 
and a ventriculogram had to be resorted 
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to, to direct us to the side of his lesion. 
He came through without the slightest 
impairment of cerebral function. 


The occipital lobe lesions give charac- 
teristic symptoms that should result in an 
early diagnosis. If the lesion gives cortical 
irritation, there will be subjective visual 
symptoms. The patient will complain of 
seeing flashes of light or highly colored 
objects all of which are hallucinatory in 
type. The destructive lesion produces a 
contra-lateral homonomous field defect of 
varying degree depending on its position. 
Those located further back give complete, 
while those well forward give only partial 
defects. 


Although cerebellar tumors and other 
tumors in the posterior fossa as a rule 
give obstructive signs and marked gen- 
eral increase of intra-cranial pressure 
early, symptoms or signs may be found to 
give a clue to diagnosis early. Nystagmus, 
homolateral ataxia and _ incoordination, 
staggering or unsteady gait, walking with 
a broad base and cranial nerve involve- 
ment may appear early in the course of 
the disease and should call our attention 
to other signs that help in making a diag- 
nosis. 

X-ray plates of the skull should be 
scrutinized carefully for changes that de- 
note the presence of a tumor. In from 8 
to 10% of tumor cases according to Sachs’, 
shadows may be visible in the X-ray. 
Thickening of the bone, may occur over a 
tumor, particularly the so-called menin- 
giomas. Erosion of the bone, particularly 
about the region of the sella, may occur be- 
cause of an adjacent neoplasm or from 
general increased intra-cranial pressure. 
Separation of the suture lines and con- 
volutional marking have already been 
mentioned as evidence of increased pres- 
sure. 


Since the work of Dandy’, we have had 
a very valuable adjunct not only to the 
localization of brain tumors, but to the 
early diagnosis as well. By replacing the 
ventricular fluid with air, visualization of 
the ventricular system may be accomp- 
lished with the X-ray. The head can be 
manipulated to show any defect as pro- 
duced by a tumor. Certain dangers ac- 
company its use so that we only resort to 
it when the diagnosis cannot otherwise be 
made. I have a few slides to exhibit at 
this time, from the Surgical Service at 
the University Hospital, in addition to the 
slides showing the normal ventricular sys- 


tem as outlined; there are a few repre- 
sentative plates from cases with tumors in 
various positions. 
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DISCUSSION: Dr. Ned Smith, Tulsa. 

I shall not detain you but a very short 
time. Neurological surgery is certainly pro- 
gressive. Where the surgeon has an incli- 
nation towards the central nervous system 
he finds something interesting and uncom- 
mon. Objective symptoms should be re- 
ferred to brain tumor until it is clearly 
ruled out. I know of one patient who had 
one for three months; tumor was suspect- 
ed but could not be definitely established. 
A sudden death may occur in brain tumor 
at any time. That should temper our diag- 
nosis. I believe some of the later work re- 
garding the exact pathological classifica- 
tion of brain tumors is of considerable im- 
portance. The prognosis can be put on a 
surer foundation, and where the tumor 
cannot be completely taken out at oper- 
ation, we can determine our treatment. 
The symptoms are usually sympathetic. In 
brain tumor early diagnosis cartainly 
gives better satisfaction. When I first 
came to Oklahoma I sent all my brain 
tumor cases out of the State. I don’t have 
to do that any more. 

Dr. Wilkins: I am very glad that Dr. 
Smith called attention particularly to the 
pathoiogical study made in recent years, 
which may be of use to us not only in prog- 
nosis but also in treatment, and may give 
our patient a much better chance for re- 


covery. 
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TRIGEMINAL NEURALGIA 





HORTON E. HUGHES, M.D. 
SHAWNEE 

Trigeminal neuralgia, tic doulourex, or 
epileptiform tic, like brain and spinal 
cord tumors, is chiefly of interest to us 
because it is to us that these cases come 
for early diagnosis. So it is that we must 
acquaint ourselves concerning their diag- 
nosis and treatment even though these 
cases properly belong to the neurological 
surgeon. 

Trigeminal neuralgia is a disease of the 
gasserian ganglion of unknown etiology 
characterized by symptoms of periodic 
severe attacks or exruciating or lightning 
like pains starting usually in the maxil- 
lary division of the trigeminal nerve and 
spreading to all the other divisions, last- 
ing from a few seconds to a few minutes. 


Like other diseases of unknown etiology 
trigeminal neuralgia has been said to be 
caused by foci of infection and general 
debility. However, such men as Cushing, 
Adson, Sachs, Davis, Frazier and others 
interested in this entity have failed to 
note one single improvement after eradi- 
cation of all visible foci of infection. 

The diagnosis of trigeminal neuralgia 
is not difficult and is differentiated from 
the usual neuralgias of the face caused by 
dental caries and sinus infection by its 
severity and periodicity with each attack 
increasing in severity and duration until 
the pain is more or less constant. And if 
a patient comes to us stating that six years 
ago on a Friday afternoon while he was 
chopping cotton that without any warn- 
ing whatsoever he was seized with a 
sharp, teriffic electric pain that felt as 
though someone was searing his face about 
the naso labial fold with a hot soldering 
iron and that after a few minutes the pain 
had completely disappeared leaving him 
exhausted, and if he adds that the at- 
tacks at first occurring only in the day 
time about once or twice a year, lasting 
only a few seconds have gradually increas- 
ed in number and severity, sometimes now 
occurring at night, and that the attacks 
are now brought on by chewing, washing 
his face, cleaning his teeth or by mere 
talking, and that in the past few years he 
has had his teeth pulled and several sinus 
operations in ill advised attempts to stop 
the pain, then we can rest assured that 
we have a severe typical case of trigemin- 
al neuralgia. 


On examination if the patient is not 
having an attack he will cringe away and 
hold off the hands of the examiner for 
fear that he will touch the trigger zone 
and elicit an attack. If the patient is in 
an attack or one is elicited by scratching 
along the upper lip of the affected side 
the patient will often go through all sorts 
of contortions, rub his face or bend for- 
ward in an attempt to get relief. 

There are several other features of in- 
terest in trigeminal neuralgia, for inst- 
ance it occurs most commonly about the 
age of thirty-five. The pain starts more 
often from the maxillary and mandibular 
branches and radiates through all the 
other divisions. Also it is not uncommon 
to find that a case in which the pain 
starts in the maxillary division that the 
trigger zone is along the chin, or in other 
cases of primary mandibular involvement 
the trigger zone is along the naso labial 
fold. Primary involvement of the ophthal- 
mic division is not the rule, however, it oc- 
curs. Also the disease is occasionally bi- 
lateral. 

The treatment of trigeminal neuralgia 
is of two recognized forms, one palliative 
and one curative. As far back as 1874, 
Bartholow used chloroform for injection 
into neuralgic nerves. Neuber and Bill- 
roth in 1884 used osmic acid in injections 
but with nothing more than transient re- 
sults. In 1902 and 1903 Verger and Sch- 
losser began injecting the nerves with al- 
cohol at their foraminia exit from the 
skull and in 1907 the method was improv- 
ed and brought to this country. 


However, at best, alcoholic injections of 
the trigeminal divisions or gasserian 
ganglion are only palliative in as much as 
the relief from pain only lasts about six 
months and not infrequently the injections 
are attended by complications such as 
paralysis of the motor root and thereby 
paralysis of the muscles of mastication on 
the same side and in inexpert hands 
sloughing, secondary hemorrhage, and 
ugly scars are not infrequently seen. 
Nevertheless some authorities feel that 
the injection treatment is of value in that 
it teaches the patient what the numbness 
and anesthia of the face is like and what 
he may expect if the more satisfactory 
and permanent operation of root section is 
done. 

Few patients who have experienced 
true trigeminal neuralgia will complain 
of the permanent absolute numbness of 
the face and margin of the tongue which 
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unfortunately is a necessary result of root 
section, if they are assured that they will 
never again suffer from the pain they 
have endured in the past. 

The intracranial operation for trige- 
minal neuralgia was first done by Rose in 
1890, and modified by Hartley and Krause 
in 1892. The resection of the gasserian 
ganglion or division of the sensory root 
also destroys the ophthalmic division of 
the nerve and this leads occassionally to 
the formation of trophic corneal ulcers of 
the eye deprived of its innervation. In an 
effort to combat this, Frazier and others 
keeping in mind that the ophthalmic divis- 
ion is less often the seat of neuralgia, have 
been able to indentify the ophthalmic fib- 
ers and motor roots posterior to the gang- 
lion and have devised a technique whereby 
those parts are not sectioned. They feel 
that should the ophthalmic division later 
become a source of pain that its division 
can be done at a later operation. 


And so it is that the operative treat- 
ment of trigeminal neuralgia has been 
evolved in the past forty years and that 
we can now offer the patient a complete 
symptomatic cure by an operation that 
has no higher mortality than an abdom- 
inal operation would have on the same pa- 
tient. However the etiological factors are 
still unknown and there is still great need 
for a more simple and satisfactory treat- 
ment. 
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CONSERVATIVE TREATMENT OF CHOLE- 
CYSTITIS 





J. Tate Mason and J. M. Blackford, Seattle 
(Journal A. M. A., Sept. 10, 1932), report the re- 
sults of a study which has confirmed their im- 
pression that in well defined chronic cholecystitis 
not relieved by medical treatment the operative 
results are most satisfactory. However contrary 
to usual surgical advice, chronic cholecystitis 
may, in approximately one third of the patients, 
be sucessfully treated along medical lines. The 
risk of developing a surgical emergency or calam- 
ity while under medical treatment is not greater 
than is the risk in the best elective gallbladder 
surgery. Patients who have allowed their gall- 
bladder symptoms to go on for a number of years 
until their gastric acids have become low or ab- 
sent, with definite and permanent pathologic 
process of the liver and biliary ducts, cannot ex- 
pect as complete relief from cholesystectomy as 
if they had accepted immediate operation. Hence 
the authors believes emphatically that when 
medical management fails to relieve promptly 
then operation should be urged on the patient. 
They emphasize the fact that patients with acute 
cholecystitis, empyema, jaundice or carcinoma 
were not included in their study. 


EMOTIONS IN MEDICINE—THE IN- 
FERIORITY COMPLEX* 
M. S. GREGORY, M.D. 
OKLAHOMA CITY 








In the discussion of any paper dealing 
with a psychiatric problem it is entirely 
in order to discuss organic inheritance. 
There is a large school of medicine which 
today holds the older idea that every 
thought, every act, and every manifesta- 
tion of human conduct comes out of the 
germ cell and is preconditioned at the 
moment of conception. There is another, 
but smaller school of psychiatry, whicn 
is accepting to a great extent the great 
and important researches which have been 
conducted by the psychologists whose re- 
searches lead them to believe that human 
conduct is the result of conditioning in 
the home. This word “conditioning” is 
taken from that type of psychology known 
as behaviorism and was conceived first by 
Professor Watson. There is another and 
perhaps larger school of medicine who are 
holding today that a great deal of human 
conduct does come out of organic inherit- 
ance, but that also there is a large amount 
of human conduct that is due to the ac- 
tion and reaction in the early home of the 
individual. Many of the best psycholo- 
gists, educators, and psychiatrists believe 
that the training during the first ten 
years of life are very, very important. 
Sometimes this school combines organic 
inheritance and early conditioning, using 
the term social-inheritance, meaning, of 
course, a combination of inherited fac- 
tors, together with the home condition- 
ing. 


At this point it is well to discuss the 
hypothetical thing we call the unconscious 
mind. This hypothetical thing represents 
to the psychiatrist that part of the mind 
of which the individual is or has become 
unaware. It is that part of the mind into 
which things are forgotten. The behavior- 
ist calls this thing the “conditioned re- 
flex.” The difference between the two 
conceptions being that to the psychiatrist 
the unconscious mind is filled with emo- 
tion. 


At this point it is well to define emo- 
tion. One can do no better than to repeat 
the definition of the great psychiatrist, 
William A. White, of Washington, who 
says: “emotion is the feeling mass of the 

*Read before the Oklahoma State Medical Asso- 


ciation, Medical Section, May 26, 1932, at Tulsa, Ok- 
lahoma. 
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individual.”” This means that emotion 
cannot be seen but can be felt. For ex- 
ample; we feel hate, we feel fear, we feel 
love. Emotion can be reasoned with only 
to a small extent. We can reason ourselves 
out of fear, we can reason ourselves out 
of hate, and we can reason ourselves out 
of love only to a small degree. 

A short time ago, the writer was upon 
a program with Professor Hoisington, 
Professor of Psychology of our own State 
University. We were discussing the pros 
and cons of inheritance. Being a _ physi- 
cian, I believed there was a great deal to 
organic inheritance, so I asked him this 
question, “who teaches the oriole to build 
her nest?” and a few other questions of 
similar importance. You may imagine my 
embarrassment when he informed me that 
an oriole hatched in a sparrow’s nest, 
built a sparrow’s nest and not an oriole’s 
nest. This shows to us the tremendous 
importance of the early training of any 
animal, especially the child. In order to 
understand this terribly crippling thing, 
the inferiority complex, it is necessary for 
us to go back into our early lives. Some 
of us at a very early age were scolded, 
were whipped, and punished over and over 
again when necessary. We were command- 
ed to do certain things, we were denied 
the privilege of doing things which we 
wished to do without reason and justice. 
At this point, I wish to say that it is ne 
cessary for every child to be definitely 
trained. Every child should be trained in 
obedience and in the observance of the 
other person’s rights. Every child should 
be trained to meet reality and assume the 
duties of life without rebellion and crime; 
but children should not be crushed. 


I will here attempt to give one mechan- 
ism of the inferiority complex. I will here 
define a word which is creeping into the 
literature, and that word is Narcissism. 
You will remember Narcissus who was the 
beautiful Greek youth, who looking into a 
clear pool of water, saw the reflection of 
his own beautiful picture, with which he 
fell in love. And, as the sun went down 
he lost this picture, and when he could no 
longer look at himself he pined away and 
died, and in the place grew the beautifu! 
Narcissus flower. This means that the 
little child loves himself tremendously. 
He loves to look at himself, he loves to ad- 
mire his body. This is Narcissism, a per- 
fectly normal thing for a child of two, 
three, or four years of age, but abnormal 
for a man at twenty, thirty, or forty. In 
early life one is frequently scolded and 


punished for unimportant acts; he may be 
severely punished for something for which 
he is not to blame. The result of this 
treatment wounds his infantile self love, 
which, to him is very important. No child 
should be wounded, whipped, and punish- 
ed without reason. This child should be 
trained definitely but his spirit should 
not be broken. Sarcasm hurts the child 
and does more damage than whipping, and 
yet sarcastic remarks such as, “shut up, 
you little brat!” and “children should be 
seen and not heard,” are frequently made. 
Many of us as little children were crushed 
and wounded. Our spirits were broken. 
We were made to feel somehow that we 
were very guilty of something. 

The next step in the development of the 
inferiority complex is a very natural one 
and that is the sense of guilt. Here of 
course I am speaking of guilt in a patho- 
logical sense. We must remember at this 
point that a reasonable amount of a sense 
of guilt is necessary in the civilized life, 
that a moderate amount of the sense of 
guilt furnished the stuff of which a consci- 
ence is made. This moderate sense of 
guilt gives us the idea of right and wrong 
and without this normal sense of guilt, we 
have no conscience and no _ protection 
against our own criminal trends. We must 
have definite ideas of right and wrong. 
Now when our conscience has become 
pathological and we develop a pathological 
sense of guilt, we are then ill. Anyone 
with an abnormal! sense of guilt can never 
do his best work in life. He will always 
feel that he has been a failure. If a nurse, 
she condemns herself for the manner in 
which she nursed that very severe case; 
and if a physician, he is always condemn- 
ing himself because of the method he used 
in saving that critical case. He is always 
feeling that his neighbor can do the work 
better than he. He is always belittling 
himself. This sensation of being inferior 
is composed of emotion and can be cured 
by reason only to a small extent. Reason 
modifies only to a small extent the 
emotion of hate, fear, love, and depres- 
sion. 

The next step in this horrible mental 
state, which we call the inferiority com- 
plex, is the inferiority itself. We are whip- 
ped, and our spirits are crushed. We be- 
come thoroughly convinced that we are ab- 
solutely inferior to our neighbors. We con- 
stantly feel that another man can do the 
work better than we. We constantly feel 
that we are unworthy to live and are con- 
stantly making excuses for our very exist- 
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ence. No matter what we do, we condemn 
ourselves for the doing. 


At this point I wish to digress and dis- 
cuss one of the almost forbidden subjects 
in medicine. I wish to discuss the habit 
which 99% of boys, and most girls, de- 
velop at a certain age. The act about which 
so much is preached, so much is taught 
and talked, and about which more untruth 
has been said than all the rest of the nor- 
mal, primitive evolution of life put to- 
gether. This habit, which develops usual- 
ly at puberty and about which much of 
the inferiorities are constellated, is the 
thing we call masturbation. This subject 
we must consider in the light of science 
belonging to the year 1932 and not a hun- 
dred years ago. As we study this act we 
find it well nigh universal and we have 
concluded that it is a perfectly normal 
part of the evolution of the normal boy, 
and if we leave him alone and be careful 
in our teaching, he passes through this 
stage of his development with no ill ef- 
fects, passing on to the adult stage of the 
dream to be followed by marriage, home 
and children. Many a child has been ruin- 
ed for life because of the unscientific 
treatment which he has received at pub- 
erty. 

Another subject may be discussed at 
this time and that is, compensations for 
inferiorities. Many years ago I heard 
Professor White, of Washington, make the 
statement that all great things of life are 
done as compensations for inferiorities, 
either mental or physical. That is, that 
the individual with a marked inferiority 
attempts to solve his difficulties by ob- 
taining a long list of degrees from colleges 
and universities, or he may become a great 
authority upon some subject as an attempt 
to make himself comfortable. Just one 
example: Professor A. B. Prescott, form- 
er Professor of Chemistry of the Univers- 
ity of Michigan, who was teaching at 77 
years of age and who had been upon 
crutches for seventy years as the result of 
infantile paralysis, was for forty years 
the leading authority in the world upon 
organic chemistry. He made a great com- 
pensation for an organ inferiority. We 
make the same compensations for mental 
inferiorities. 

Another step in the development in this 
inferioritv complex is the conviction that 
we must fail. There comes up out of the 
unconscious the conviction that we must 
fail and we therefore respond unconscious- 
ly by putting machinery in motion that 


will cause our failure. Many a man has 
run away from success. Many a physician, 
and many a lawyer has run away from 
marked success just because he cannot 
properly evaluate himself and his infer- 
iorities. For example, I have a friend who 
graduated from one of the leading medical 
colleges of America twelve years ago and 
who has lived in at least twelve different 
towns. Also a minister who goes into 
a locality and in a few weeks he is very 
prominent. At the end of six months he 
is held in very high esteem, and yet before 
the end of the year, he will have perform- 
ed some act that drives him away from 
that success only to start over and fail 
again. 

There is just one more step in this 
mechanism and that is complete annihila- 
tion and what can be more complete than 
suicide itself. Of course, as we said in the 
beginning of the paper, there is a great 
deal to organic inheritance. History of 
suicide in the famiiy is very important. 
On the other hand, I am sure that the ter- 
rific treatment given to many of my pa- 
tients has been a very large factor in the 
determination to die. For example, a 
father compelled a son at thirteen years 
of age to stand erect with both hands by 
his side while he used a horsewhip, cutting 
and slashing this boy. He was not allowed 
to cry out, was not allowed to move a 
muscle. He was compelled to look up 
through his tears and say: “yes, papa, I 
love you,”’ while inside he was a volcano 
of hate. This boy was completely crushed 
and as a man of thirty-five years, he be- 
lieves that he is a complete failure in life 
and that the only way out is through the 
door of suicide and into the grave. Every 
suicidal patient, whom I have had under 
observation, gives very much the same 
story. This man may suicide because of 
the terrific whippings which this savage 
father gave him as a boy. 

Just how to treat the suicidal individual 
is a question, many of which individuals 
are occupying high places of trust and re- 
svonsibilitv. I let them talk freelv. I urge 
them to talk freely of their suicidal fan- 
tasies. Never criticize them in the least— 
they come for sympathy and understand- 
ing. not for a whipping. I believe it to be 
positively dangerous to use a particle of 
ridicule or sarcasm, Also it is a danger- 
ous procedure to say: “no you wont!” or 
to say; “only fools do that.” They may 
take the opposite of our well intentioned 
suggestions. They may go and suicide at 
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once. I sometimes ask the question if they 
really believe that suicide solves their 
troubles. Be careful when handling the 
human mind. 


In conclusion, I wish to repeat that it 
is necessary for every boy and girl to be 
definitely trained in civilization. And also 
I wish to repeat that we must not crush 
the minds and souls of children. 

708 Medical Arts Bldg 





o— —_— 


PRIMARY ACTINOMYCOSIS OF TONGUE 





Olin J. Cameron, Ann Arbor, Mich. (Journal A. 
M. A., Oct. 1, 1932), reviews the literature on 
primary actinomycosis of the tongue and to it 
adds two cases, bringing the total to fifty-five 
cases, thirty-six proved microscopically. In those 
cases which have been seen very early, present- 
ing a firm small nodule in the tongue, excision 
end primary closure followed by roentgenotherapy 
(or radium) applied to the tongue, with fairly 
large doses of potassium iodide internally, has 
practically always resulted in a permanent cure. 
The author’s first case presented a _ probable 
granulomatous recurrence twenty-one days after 
excision (no x-rays used at the time); the “recur- 
rence” involuted promptly with roentgenotherapy 
and potassium iodide given internally. It has 
been found that when a frank abscess or multiple 
sites of fluctuation with sinuses appear, incision 
of the abscesses to establish drainage is neces- 
sary. The abscess walls should be curretted, the 
curetting saved and the pus obtained for careful 
pathologic search for ray fungus colonies; in ad- 
dition, a portion of the specimen should be used 
for aerobic and anaerobic culture. It is widely 
recommended that after incision the abscess 
should be swabbed out daily with half-strength 
tincture of iodine and a mouth wash (1:4,000 
potassium permanganate) employed three times a 
day. At this stage local roentgen or radium 
therapy to the tongue has been used almost 
routinely of late years, beginning soon after in- 
cision. Although much mention is made of the 
use of x-rays and radium in this condition, prac- 
tically no mention is made in the case reports 
as to dosage. In one of the author’s cases lightly 
filtered x-rays, with from 100 to 125 roentgens 
(one-third e:ythema dose) weekly for four or five 
doses proved sufficient; in the other case, one 
lose of 300 roentgens, well filtered, sufficed. 
Potassium iodide internally has been used in most 
cases on record: Doses of 30 grains (2 Gm.) three 
times daily, increasing to 90 grains (6 Gm.) 
three times d.ily, were effective in the cases re- 
ported here. If submental abscess nodule form- 
ation occurs by extension, daily opening of fluc- 
tuant regions and the insertion of iodoform gauze 
lrains have been found necessary; when th’‘s oc- 
curs, the x-rays should be directed toward the 
base of the tongue via the submental approach as 
well as to the dorsum (cross-fire). The use of 
copper sulphate stick locally and one-fourth grain 
(16.2 mg.) doses by mouth are recommended, but 
the author cannot judge the value of this treat- 
ment. 


THE MANAGEMENT OF ABORTIONS 


J. B. ESKRIDGE, JR., M.D. 
OKLAHOMA CITY 

The frequency of abortions has greatly 
increased during the last three decades. 
Spontaneous abortions have increased 
considerably, but the percentage of crimi- 
nal abortions has more than doubled since 
1900. It is interesting to note that statis- 
tics show that only a small percentage of 
abortions in 1900 were criminal and that 
these few were performed on single girls, 
while today the married woman is the 
chief offender in criminal abortions. It is 
an appaling fact that today over 50% of 
abortions are either self induced or are 
performed by so-called specialists who 
consider that pregnancy is a disease that 
should be terminated before the end of the 
eighth week. The practice of criminal 
abortion has become such a menace that 
the lay periodicals and newspapers are 
discussing modes of curbing this evil. 

In the United States alone there are 
approximately 700,000 abortions annually 
with a mortality of 15,000. Based upon an 
annual birth rate of 2,500,000, approxi- 
21 plus per cent of all pregnancies are 
terminated by abortions and as a result 
2.15% die. Figuring the total population 
of the United States as 120,000,000 people, 
one of every 4,000 females dies annually 
from an abortion. 

It is an interesting fact that in England 
it is estimated that 25% of all known 
pregnancies terminate in abortions; in 
Germany there are 1,000,000 abortions 
annually; in Russia where abortions are 
legalized there are 400,000 to 500,000 
abortions annually. The death rates of 
these nations are approximately the same 
as ours with the exception of Russia where 
it is much lower. These figures may be 
interpreted to show that the economic 
standing of a nation has a decided bearing 
on criminal abortions, but has very little 
effect on the percentage of spontaneous 
abortions. 


From a study of 1724 cases of criminal 
abortion deaths it was noted that 1567 
were white women while only 257 were 
negroes. Again, in 10,000 spontaneous 
abortions, the mortality rate of 3.7 white 
women to 7.9 colored women. This shows 
that negrves do not perform criminal abor- 
tions and that white women do, as the 
spontaneous mortality rate among the 
colored is twice as great as among the 
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white race and the criminal death rate 
among the white women is five times as 
great as among the colored. 


The medical profession may not be able 
to control this crime to any great degree, 
but it can establish a definite routine in 
handling these cases so as to reduce the 
mortality rate. The surgeons have a rou- 
tine method of handling wounds which are 
questionably infected, thereby reducing 
the mortality and morbidity rate. Why is 
there not a rational routine for handling 
abortions? 


Spontaneous abortions are also on the 
increase. Whether more careful prenatal 
care will correct this evil is still to be 
proven. Aside from the disorders of the 
generative tract (myomata of uterus, 
retroversions, cervicitis, lacerated cervix), 
the diseases of the fetus and appendages 
(diseases of amnion and chorion or mal- 
development of fetus), possibly our pres- 
ent day mode of living rather than phy- 
sical disorders is responsible for this in- 
crease. In support of this statement my 
records show that 5% of the cases under 
my care abort, while 15% of all pregnan- 
cies seen by me abort, the last 10% being 
seen after the abortion is well under way, 
and of this 10%, 8% are criminal and 
2% spontaneous. Of the 5% who have 
been receiving my prenatal care, in only 
1.2% were we able to account for the 
abortion by maternal or fetal pathology, 
while in the 3.8% we find that “habitual 
aborter” and those due to society (auto- 
mobiles, dance, golf, etc). 


The fingers of the over zealous, inquisi- 
tive physician are also responsible for 
many abortions as the trauma produced 
by a rough or careless digital examination 
is enough to complete the chorionic villae 
separation. Usually if women with threat- 
ened abortions are left entirely alone they 
will complete the pregnancy. The symp- 
toms of abortion are so clear cut in prac- 
tically all cases that a vaginal examina- 
tion is unnecessary, hence contra indicated 
rather than indicated. In a series of 1000 
pregnant women there were 8% that had 
uterine bleeding with an associated back- 
ache, 5% of them aborted and the remain- 
ing 3% continued their pregnancy to term. 
It is impossible to state whether this 3% 
would have aborted had they been examin- 
ed, but it is obvious they were not injured 
from lack of an examination. It is not to 
be understood that a vaginal examination 
is contra indicated in all cases; for if 
there be any reason to doubt the diagnosis, 


a vaginal examination is indicated, and it 
should be carried out aseptically, and with 
the least amount of trauma necessary to 
obtain the desired information. 


In classifying these cases all should be 
considered as infected abortions until 
they have been proven otherwise, as in at 
least 50% of spontaneous abortions there 
is a pre-existing infection (cervicitis, 
metritis, parametritis, salpingitis). As all 
criminal abortions, which are more than 
50% of all abortions, are potentially in- 
fected cases, it would seem plausible to 
classify all as being potentially infected 
until they have passed a period of time to 
rule out an infection. 


Before discussing the treatment of abor- 
tions we should have at least an idea as to 
the pathological changes that are taking 
place within the generative tract. 


Up until the formation of the placenta, 
which is approximately the third month, 
there exists one of three conditions. The 
chorionic villae may be separated from 
their uterine attachments by either disease 
of the uterus (myomata, metritis, cervic- 
itis, etc.) ; disease of the chorion; death of 
the fetus, or trauma (sex relation, retro- 
version, irritable uterus, instrumenta- 
tions, automobiles, etc). 


In considering the diseases of the fetus 
and appendages we must exclude syphilis 
as some authorities have proven to their 
own satisfaction, that the spirochita does 
not invade the fetal appendages and fetus 
until after the fourth month. Fetal de- 
velopment defects, which cause death of 
the fetus, probably form the greatest num- 
ber of these cases, and the death of the 
fetus is responsible for the chorionic 
changes. Hypertrophic, atrophic and in- 
fectious changes within appendages cause 
only a few abortions. 


Endometritis is the most frequent dis- 
ease of the uterus, causing spontaneous 
abortion, and may be due to a bacillus in- 
fection, or to a coccal infection; the form- 
er involving the surface of the endome- 
trium, only, and in which there is a col- 
lection of bacilli on the endometrium caus- 
ing a necrosis, which is limited to the en- 
dometrium by a bank of white and granu- 
lar cells surrounding it. The latter may be 
either streptococcus or staphylococcus or 
septic infection which is not limited to the 
endometrium but involves the myome- 
trium, blood vessels and lymphatic chan- 
nels. 


Parametritis which is a pelvic cellulitis 
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that may or may not suppurate, perime- 
tritis with its peritonitis cul-de-sac and 
peritubal abscess, and blood stream infec- 
tions usually start from an endometritis. 


Sapremia is also encountered in these 
cases. It is not unlikely that in fetal death 
it is the toxins liberated and taken up by 
the blood stream that are responsible for 
the chorionic villae changes. This, as its 
name indicates, is the result of the action 
of saphrophitic organisms on the decidual 
tissue causing a symptom complex, viz; 
chill, temperature 99-104 degrees, rapid 
pulse 100-160, malaise. Within the first 
days of the disorder it is not within the 
power of man to differentiate between it 
and acute endometritis. As to the path- 
ology which develops after the third 
month, suffice to state that it is merely a 
matter of placental separation, either 
partial or complete, due to the location of 
the placenta praevia), or to toxemia or 
trauma causing a premature separation 
(abruptio placenta), or to uterine contrac- 
tions due to syphilitic changes within the 
fetus or membranes, or to contractions 
due to death of the fetus in utero, or to 
external violence. 


The treatment of abortions resolves it- 
self into three phases: 1. Control of the 
hemorrhage and support of the patient. 
2. Emptying the uterus. 3. Treatment of 
any complications. 


It is to be emphasized that the curette 
is not to be used until after the febrile or 
possibility of a febrile state has passed, 
which in the total afebrile case is after 
the seventh or ninth day. Proof of this as 
a rational procedure will be attempted 
further on in this paper. 


For supporting the patient, absolute 
rest in bed with the exhibition of seda- 
tives, such as chloral hydrate, bromides, 
and morphine, are most effective. Chloral 
hydrate is probably superior to the other 
drugs, as it retards, even if it does not 
stop uterine contractions completely: 
while morphine relaxes the uterus, and, if 
all of the chorionic villae are detached, it 
relaxes the internal and external os of the 
cervix as well, thereby allowing the pass- 
age of the decidua. Water given as indi- 
cated, in large quantities, tends to lessen 
shock and prevent dehydration. In case 
of profuse hemorrhages, transfusions are 
indicated and have a tendency to lower 
the possibility of infection. Best results 
from transfusion are obtained by giving 
small quantities of blood (250-300 c.c.), 
every other day, and if it is impossible, 


due to locality and facilities, autohaemo- 
therapy of 10 c.c. of whole blood intra- 
muscularly has proven of great benefit. 

Oxytoxics have no place in the treatment 
of abortions until after the decidua, in its 
entirety, has been expelled. Pituitrin and 
ergot cause a spasm of the uterus and the 
lower uterine segment; thereby causing a 
constriction of the lower uterine segment, 
preventing the passage of the decidua, and 
constricting the point of drainage. Of 
these drugs, quinine is probably the best, 
as it causes a rythmical uterine contrac- 
tion when given in small doses; but, when 
given in large doses, it causes a spasm of 
the uterus. Some authorities advocate their 
use in infected cases, being of the opinion 
that by increasing the tone of the uterine 
muscles they are improving the blood sup- 
ply, hastening involution. This may be so, 
but it is probable that the advantages are 
overshadowed by the great disadvantage, 
namely: constricting the cervical os, there- 
by obstructing drainage. Food is essential 
and should be of the type used in the treat- 
ment of anaemias; but, after complica- 
tions arise, it should be limited according 
to the condition of the intestinal tract. 
Otherwise the patient should be supported 
symptomatically. 

Controlling of the hemorrhage is the 
point in which there is the greatest vari- 
ation of opinion. Some men, at this point, 
use the curette in all cases; while others, 
in questionably infected cases, pack to 
control the hemorrhage. An _ excellent 
routine is to introduce under strict asepsis 
a bivalvue speculum into the vagina, vis- 
ualizing the cervix and removing all the 
decidual tissue that may be occluding the 
cervix. Care must be taken not to pass 
the forceps to the fundus of the uterus, as 
the idea is to remove the decidual tissue 
that may be occluding the cervix, which 
if not removed prevents the uterus from 
contracting snugly over the exposed sinus; 
this, alone, causing the prolonged hemor- 
rhage. It may be stated here that it is un- 
usual not to find tissue occluding the cer- 
vix, but in case it is not present the va- 
ginal canal should be packed tightly so 
that within 24 hours the cervix is dilated, 
at which time decidua is seen at the cer- 
vical os. I do not believe it is wise to pack 
the cervical or uterine canal, as the dan- 
ger of transplanting an infection within 
the uterus is too great. In case the decid- 
ual tissue is in the cervical canal, remove 
all that can be removed easily and repeat 
the procedure with each sign of uterine 
bleeding. This procedure is carried out 








until after the seventh day; after which, 
if the patient is afebrile and continues to 
bleed, she should be curetted. 


The recognized method of controlling 
hemorrhage by the use of a curette is a 
dangerous procedure and should be used 
with considerable caution. If the indica- 
tions for emptying the uterus appear be- 
fore the third to the fifth day, the use of 
the curette is extremely dangerous, as it 
is impossible in a great many cases to 
sense the presence of an endometritis; if 
this be present, the curette may break 
down what barriers have been developed 
in the uterus, so that it is likely the infec- 
tion is stirred up. If the patient is having 
a rise in temperature, regardless of the 
cause (sapremia, endometritis or peri- 
metritis), a curettage is contra indicated, 
because one can never be positive as to the 
differentiation between sapremia, endo- 
metritis or septicemia. If the temperature 
be due to sapremia, curettage only tends 
to reduce the febrile period for a_ short 
time and the possibility of misconception 
of the case is so great that it is not ad- 
visable. When curettement is indicated it 
should be done with a sharp curette and 
as thoroughly as possible. The dull cur- 
ette is treacherous, as the chorionic villae 
are densely interlocked into the uterine 
musculature and will not be removed by 
the curette. Allow me to emphasize, at 
this point, that uterine bleeding is the only 
indication for curettage. 


The treatment of the complication re- 
solves into the specific condition. 


Sapremia and endometritis are easily 
confused—it is best to treat them alike. 
Sedation, fluids as indicated, moist heat 
over the lower abdomen, removal of the 
decidua as indicated; never curette until 
at least seventy-two hours have elapsed 
following a normal temperature. 


Parametritis should be treated sympto- 
matically with supportive methods, and by 
the use of hot rectal irrigations, and moist 
heat over the lower abdomen, No abscess 
should be opened until the patient has had 
about seventy-two hours to generate speci- 
fic antibodies to the causative organism. 

Perimetritis with its associated condi- 
tions (cul-de-sac abscess, peritonitis, 
etc.), is responsible for death in 60 to 70% 
of cases when present. The patient should 
be supported by transfusions or any sup- 
portive method that is indicated, should 
have hot packs applied over the abdomen 
and closely observed. Localized collections 
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of pus should not be drained until they 
have had ample time to localize. 

Septicemia requires the same treatment 
as any other septic case. This condition 
may also be mistaken for sapremia and 
may, likewise, be harmed by the use of 
the curette. 


Abortions after the third month are 
comparatively simple to treat and should 
be handled as indicated by the causative 
factor. The curette is contraindicated in 
all cases after the formation of the pla- 
centa. 

In conclusion, | wish to stress the fol- 
lowing points: 

1. Consider all cases of threatened 
abortion as septic cases. 

2. Do not make a digital examination 
in threatened abortion unless there be 
some question as to the diagnosis. 


3. Control hemorrhage by a firm pack- 
ing in the vagina. 

4. Do not curette until after the seventh 
day. 

5. All instrumentation before the 
seventh day should be the simple removal 
of decidual tissue from the vagina and 
cervical canal. 

6. Febrile cases should not be curetted 
for from three to five days after cessation 
of the temperature. 





{). 
Vv 


RECENT OBSERVATIONS IN SERUM 
DISEASE 





Luke W. Hunt, Chicago (Journal A. M. A., 
Sept. 10, 1932), studied the records of serum dis- 
ease as observed in the Durand Hospital since its 
establishment, nineteen years ago, and discusses 
in a brief manner some of the pertinent questions. 
Serum disease occurred in 28.1 per cent of 2,859 
patients who received diphtheria antitoxin in 22.7 
per cent of 858 patients who received scarlet 
fever antitoxin, and in 81.8 per cent of 55 pa- 
tients who received antimeningococcus serum. 
The occurrence of a serum reaction after the in- 
jection of diphtheria and scarlet fever antitoxin 
is determined in part by the susceptibility of the 
individual, by the toxic properties of the serum, 
and, in the largest measure, by the total quantity 
of serum given. Concentrated diphtheria anti- 
toxin calls forth reactions in about the same pro- 
portions as does whole serum in corresponding 
bulk. The serum reactions after the use of scar- 
let fever antitoxin were slightly less in frequency 
than those after the use of diphtheria antitoxin. 
They were not more severe. The incidence of 
serum disease does not vary widely in the various 
age groups. The interval between the injection 
and the appearance of the reaction varies from a 
few minutes to thirty days. The majority of the 
reactions appear before the eleventh day. 
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OBSTETRICAL PROBLEMS ARISING 
IN THE PRE-NATAL PERIOD 


Roy E. EMANUEL, B.S., M.D. 
CHICKASHA 

In keeping with the present trend of 
advancement in the medical sciences 
through the preventative phase of medi- 
cal practice, | have elected to discuss some 
problems arising in the preventative 
medical field of obstetric practice. 

I hope to arouse in the general practi- 
tioner a greater enthusiasm toward the 
possibilities of accomplishing inestimable 
good through the practice of pre-natal 
care. This | hope to accomplish by show- 
ing the necessity and practicability of giv- 
ing pre-natal care by discussing some of 
the problems arising in the pre-natal peri- 
od. Problems in which early care prevents 
later troubles. 

Perhaps the most outstanding develop- 
ment in obstetric practice has been the 
establishment of pre-natal care as a defi- 
nite part of the treatment of the obstet- 
rical case; and the education of the laity 
to the extent of practically demanding 
that kind of observation from the physi- 
cian. Instead of the patient engaging her 
physician, and perhaps not seeing him 
again until time for delivery, we find her 
going regularly at frequent intervals for 
observation and examination, and this to 
an increasing degree to the general practi- 
tioner’.. DeLee states’; “that 25,000 
women die annually in the United States 
from the immediate and remote effects of 
childbirth. Statistics also show that 100,- 
000 babies are born dead and 100,000 die 
within a few weeks after birth, these also, 
each and every year.” He further states 
that it is safe to say that at least one-half 
the mothers and babies could be saved by 
proper obstetric care before and during 
labor, and the major part of the invalid- 
ism and wretchedness likewise could be 
prevented. 

In the beginning of obstetrical care, two 
factors are presented upon which the suc- 
cess of adequate prenatal care must de- 
pend. These are the physician himself and 
his patient. If the pre-natal care is to be 
adequately carried out over a period of 
months, the attending physician must first 
have become well convinced of the possi- 
bilities of good to be accomplished from 
this field. He, himself, must have become 
enthused over this field of preventative 
medicine so that he, in turn, can pass along 


to his patient this enthusiasm for especial 
care for her during the pre-natal period. 
She must also become interested in her 
problems. In these two factors lie the 
possibilities of success in carrying out pre- 
natal care throughout the entire develop- 
mental period. The patient who has not 
already been convinced of the good to be 
derived from pre-natal care must be ade- 
quately shown and convinced of the neces- 
sity for this care. In fact she must become 
enthused over the possibilities of good to 
be derived by her, if she is to be expected 
to go to the time and trouble of present- 
ing herself regularly to the physician 
(and his waiting room) for her required 
visits. 

In the beginning of a case a financial 
plan for giving pre-natal care should be 
worked out. It is best that the charge for 
the obstetrical services be large enough 
to justify the giving of pre-natal care. The 
patient should feel that there is no extra 
charge for each visit during her pre-natal 
care, else she most surely will defer her 
visits longer than requested, or come not 
at all. She must also receive very definite 
instructions on the most trivial matters 
if she is to be expected to keep her inter- 
est at sufficient height to justify her in- 
convenience of the regular visits. It is not 
sufficient for the physician to spend a few 
minutes in interrogations into her condi- 
tion and then dismiss her on her state- 
ment that all is going well. She already 
was of this same opinion, and if no more 
than this history taking is done by the 
physician she quite probably will not re- 
turn for the next scheduled pre-natal visit. 
To her, everything is still normal. Why 
make a trip to the doctor to tell him so? 


For the physician to succeed with his 
plan of adequate pre-natal care, very defi- 
nite records must be kept, and explicit in- 
structions given. At the first visit of the 
patient, the obstetric history should be 
taken. Blank forms for this history are 
obtainable at a reasonable cost to the phy- 
sician. On the one shown, sufficient 
space is allowed for a record of subse- 
quent visits, at which time the blood pres- 
sure, weight, pulse, urine report and any 
medication given are noted. It is the ac- 
curate keeping of this record on which 
the point of successful pre-natal care 
hinges. It is in the meeting of the prob- 
lems arising subsequently, in the fore- 
seeing of future possible troubles and 
avoiding them, that complete success lies. 


Following the taking and recording of 
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the obstetric history at the first visit, a 
complete physicial examination sheuld be 
made. The usual order may be changed 
somewhat here. The examination may 
properly begin with the gynecological ex- 
amination in order to definitely establish 
the presumptive diagnosis of pregnancy. 
This may then be followed by pelvic men- 
suration, (in primipara) the taking of the 
blood Wassermann, and finally a most 
careful examination of the heart and 
lungs. 

During this examination there should 
be a few kindly spoken words explaining 
to the patient the necessity and reason for 
the making of so complete an examination. 
She then is well in accord with the plan to 
give her such careful watching. But, when 
the examination is finished, there are 
many things she does not yet understand. 
There are many questions she wishes ans- 
wered. It is here again that explicit and 
definite instructions are needed. Compli- 
cated or complex directions are to be 
avoided. A few direct and simple instruc- 
tions should be given. This is best given 
in printed form to be studied after the 
patient is at home. If pregnancy pro- 
gresses normally the simpler the manage- 
ment the better. Most problems arising in 
pregnancy however, begin in a simple 
form and become progressively more seri- 
ous. Obviously a discussion of the many 
problems presented throughout the pre- 
natal period cannot be detailed in so short 
a time as allowed for this presentation. | 
hope, however, to offer some suggestions 
for meeting some of the commoner prob- 
lems, particularly as they pertain to pre- 
ventative medicine in obstetrics. 

The first of these often presenting is 
the oral and dental condition. It is a good 
plan at the conclusion of the first exami- 
nation to request the patient to secure a 
dental examination, particularly so if the 
oral condition is not entirely satisfactory. 
The old slogan of for every pregnancy the 
loss of a tooth must no longer hold. If 
‘avities, regardless of size, are present 
they should receive dental care. S. Sorrin’, 
as chief of the pyorrhea clinic of the New 
York College of Dentistry, has had an op- 
portunity to examine the mouths of a num- 
ber of pregnant women and to determine 
the condition of the teeth during preg- 
nancy. He states that close observation 
indicates that patients lack the knowledge 
of proper diet and care during this period. 
In many instances the physician has not 
given the patient proper instruction as to 
diet and dental care. The loss of bone and 


tooth structure during this period has 
been appalling. In order to secure a posi- 
tive calcium balance, the mother has to 
take at least 1 gram of calcium daily, es- 
pecially so during the last third of the ges- 
tational period. 

The patient whose oral condition is not 
entirely satisfactory, is instructed to in- 
clude in her diet: 

1. Some form of calcium medication, 
as gluco-calcium wafers or a granular 
effervescing calcium preparation (calci- 
lact or calcionates). 

2. Orange juice twice daily. 

3. Liberal helping of vegetables, viz, 
spinach, tomatoes (raw or cooked), cab- 
bage (raw), lettuce and celery. 

4. From a pint to a quart of milk daily. 
If this cannot be tolerated, cod liver oil 
(Viosterol) is given. 

An alkaline mouth wash should also be 
used as recommended by Sorrin: 


Phenolphthalein gr. 2 
Saccharin . gr. 5 to 7 
Menthol gr. 15 
Calcium Oxide gr. 100 
Sodium Chloride 1 Lb. 


Sig: Teasp. to 34 glass warm water. 

Thus it may be seen that an ounce of 
prevention may prove of more value than 
a pound of cure. 


Another problem arising in the early 
period of pregnancy is nausea and vomit- 
ing. This should receive the most exact- 
ing attention from the very beginning. 
Nausea alone is a distressing condition 
and should be alleviated as much as pos- 
sible. Vomiting should be carefully in- 
quired into. When the stomach loses its 
tolerance for all foods and liquids, when 
deliydration and loss of weight are begin- 
ning, it is imperative that early and ap- 
propriate measures be instituted at once. 
Yearly there are reported deaths from 
vomiting of pregnancy. In this field alone 
pre-natal care will more than fulfill its 
justification. 


In the treatment of the simpler forms 
of nausea, and occasional morning vomit- 
ing, a few simple hygienic measures 
often will suffice. A most effective meas- 
ure is a vacation for the expectant 
mother, away from the husband. If this 
cannot be arranged, separate beds for 
sleeping should be arranged and coitus 
strictly interdicted. Practically always 
in early pregnancy there is more or less 
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nervous tension. Rest and sedation are in- 
dicated. It is well to prescribe carefully, 
whatever medication is attempted. The 
patient should be given a tablet if liquids 
are poorly taken. Nothing could be worse 
than insisting upon the regular taking of 
an obnoxious medicine which itself incites 
a vomiting attack. A mild sedative tablet 
is best used if the patient is up and around. 
(The best of these thus far marketed is 
sedormid prepared by Roche). Constipa- 
tion is likewise a troublesome factor of- 
ten arising during this period. It is the 
height of folly to advise the use of mag- 
nesium sulphate, castor oil and other ob- 
noxious laxative mixtures and lubricants. 
They can only increase the nausea or pro- 
duce vomiting. Here again a dry form 
(tablet form—the best of these thus far 
marketed for this purpose is isacen— 
Roche. This is a tablet the size of a hypo- 
dermic tablet, and may be easily swallow- 
ed without water), is best used; together 
with a saline or soap suds enema when 
needed. 

R. J. Crossen' and many other investi- 
gators, have shown that vomiting of preg- 
nancy is due to deranged maternal me- 
tabolism with special reference to carbo- 
hydrate deficiency. Vomiting should be 
treated by supplying the deficiencies, viz, 
food fluids, and salts. Alkalies must be 
cautiously given, for there is either a nor- 
mal acid base balance, or a compensated 
alkali excess. Constant watchfulness must 
be taken. If it is seen that hyperemesis 
gravidarium is eminent the early treat- 
ment of rest in bed, isolation, forced 
liquids, glucose intravenously (insulin if 
we find the sugar is not taken up) and 
sedatives must be instituted. Great care 
must be taken lest the favorable time for 
induction of abortion be not allowed to 
slip by. Early correction of nausea and 
vomiting through diet and sedation may 
prove life saving by preventing a fatal 
toxaemia. 

Many of the complications incident to 
the pre-natal period and delivery can be 
avoided through proper supervision of 
diet and exercise. Pre-natal care might be 
said to be carried on along two different 
lines. One might be called the informative 
method and the other the preventative’. In 
the first, records are kept of the blood 
pressure, weight, pulse, urinalysis, etc.; 
and when abnormalities are found the 
proper treatment is prescribed. In the 
second or preventative method, besides 


keeping these records, advice is given in 
an attempt to prevent complications. 

At the first visit the patient is weighed 
and her height taken. The age, height, 
weight-chart is consulted and her appro- 
priate weight is recorded. A normal gain 
of 15 to 20 pounds in weight is expected. 
Whether this is permitted is determined 
by the present weight of the patient, her 
age and type of build. If she is rather tall, 
inclined to long bones and generally under- 
weight and of a ptotic type, she is encour- 
aged to gain in weight and an appropriate 
diet is arranged. However, the opposite 
condition is more likely to prevail, viz a 
tendency to become over weight during 
pregnancy. In watching the weight of 
cases of pregnancy over a long period, 
statistics have become available to show 
that most of the patients who gained much 
weight, or gained too rapidly, had more 
complications than those who gained only 
moderately. The study of a considerable 
number of cases has proved that in gen- 
eral the patient who has gained weight 
only moderately and who has exercised 
regularly in the open air will seldom show 
signs of toxaemia unless the kidneys were 
damaged before pregnancy took place. 

Diet alone can seldom be counted upon 
to control an excessive gain in weight. It 
is necessary to have the patient exercise 
in the open air. This exercise (walking) 
in the open air must be carefully insisted 
upon because most women contend they 
secure adequate exercise in doing the usu- 
al house work. Walking in the open im- 
proves metabolism better than anything 
else these patients can do, and by improv- 
ing metabolism there is less toxaemia and 
less anemia. The regulation of weight by 
diet and exercise accomplishes several 
things: 

1. The keeping of a regular weight 
graph for the patient keeps her interest 
in the problem up sufficiently that she is 
willing to cooperate. 

2. And most important it helps to pre- 
vent toxaemia in a type of patient most 
prone to this unfortunate happening. 

3. Patients are less anemic. Anemia 
arising during pregnancy is much more 
common than supposed. A close watch 
should be kept at all times for the develop- 
ment of this condition. Frequent hemo- 
globin estimations may be taken without 
undue time of the physician. As indicated, 
and where feasible a blood count should 
be obtained in cases presenting definite 
signs of anemia. Appropriate medication 
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should be instituted along with the diet 
and exercise. 


4. It makes labor easier by reducing 
the amount of fat in the pelvis. 


5. The size of the baby may be some- 
what less than if the weight of the ex- 
pectant mother is excessive. 


In order to regulate this weight gain 
through dietary regime and the prescrib- 
ing of exercise, it is necessary to give 
rather explicit instruction. The general 
tendency of these obese patients is for 
over eating and under-exercise regardless 
of very definite instructions. 


As a rule there is not an excessive gain 
during the first trimester of pregnancy 
and the high carbohydrate diet usually 
can be adhered to. Milk, eggs, butter, and 
fruit should be taken in moderation. After 
three months the carbohydrates should be 
cut down and more fruit and vegetables 
added. The amount of milk taken should 
be proportional to the weight gain. 
Roughly speaking the gain during the first 
three months will not be great, then the 
gain each subsequent month should not 
exceed four pounds until the last two 
months; when the weight gain should not 
exceed half this amount. If, in spite of 
moderate diet and exercise, weight in- 
creases too rapidly, before signs of begin- 
ning toxaemia appear the diet should be 
further restricted as follows: 


Twice weekly the regular meals are dis- 
continued and the patient takes one glass 
of milk with a cracker at eight and eleven 
a. m., and two and five and eight p. m. 
Two oranges may be taken during the day 
and perhaps tea or coffee. 

Some very interesting studies are being 
made on the basal metabolic rate of the 
patients who become too much over 
weight. A large percentage of them show 
a low basal metabolic rate and are defin- 
itely benefitted by thyroid medication. 
These obese patients likewise are troub!- 
ed by constipation. This may usually be 
controlled by the use of dietetic measures 
together with agar and mineral oil. Oc- 
casionally they are much benefitted by 
the use of bile salts combined with cascara 
or phenolphthalein. Thus we may see how 
a closely supervised weight gain may de- 
finitely contribute to a lessening of the 
possibilities of later toxaemis. What great- 
er reward could come than the prevention 
of the grim reaper of maternal deaths, 
eclampsia? 


In the examination of the urine speci- 


men the microscopical test should not be 
too often omitted. Pus resulting from a 
pyelitis is not uncommonly found even be- 
fore symptoms have become manifest. 
Proper and early treatment instituted may 
prevent a serious complication from de- 
veloping. The frequency of this condition 
should always be foremost in mind, and 
any unexplainable symptoms arising dur- 
ing the pre-natal period fully warrant a 
careful microscopical examination of a 
catheterized specimen of urine. 


Many other problems of lesser conse- 
quence upward to the gravest of all, tox- 
aemia of pregnancy may confront the phy- 
sician during his months of piloting the 
expectant mother through the develop- 
mental period. His services have been 
most worthy, and his time well spent, 
when he can at the time of his last pre- 
natal examination assure his patient that 
she has approached her coming ordeal, 
like the finely trained athlete approach- 
ing the olympic tests, in the best of phy- 
sical condition, and that she and her baby 
may expect to come through safely. This 
assurance to an anxious mother fully justi- 
fies again all the time spent in giving her 
adequate pre-natal care. 

CONCLUSION 

No originality is present in the prepar- 
ation and presentation of this paper. The 
object has been to point out again the pos- 
sibilities for preventative medicine as they 
arise in obstetric practice. There is no 
field in preventative medicine that offers 
the prospect of such glittering returns in 
saving human life and misery. (De Lee). 
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DISCUSSION: Dr. J. B. Miles, Anadarko. 


In discussing Dr. Emanuel’s paper, | 
feel that he has covered very well the sub- 
ject of pre-natal care from the preventa- 
tive medical side and he has brought out 
many good points in which adequate pre- 
natal care has proven of much benefit. | 
would like to emphasize the necessity of 
pre-natal care and the duty of the attend- 
ing physician to impress this fact on the 
patient’s mind but before we can do this, 
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we, ourselves, must know the benefits de- 
rived from proper pre-natal care. Dr. 
Emanuel has given you vital statistics 
showing the appalling death rate in ob- 
stetrical practice in the United States and 
I believe that these figures can be lowered 
by the application of our present know- 
ledge of medicine in preventing some of 
these problems from arising. 

After overcoming the first problem 
with the patient about the necessity of 
pre-natal care, we have that problem of 
finances. I think that it is best to have 
one f2e for the delivery and have it under- 
stood that the charge for pre-natal care 
is included in this fee but that if any 
special treatment is necessary there will 
be an added charge. 

The next problem is getting the history, 
pregnancy record and physical examina- 
tion. This pregnancy record should have 
the name, address, age, race, occupation; 
number of present pregnancy; family his- 
tory; previous illness; menstrual history, 
when it began, frequency, duration, 
amount and pain; marriage history; hus- 
band’s health; children, number, ages, 
weight at birth, number living, health, 
number dead and cause; character of 
previous pregnancies, labors and puerper- 
iums; miscarriages, number, state of ges- 
tation, cause; last menstruation, first day, 
quickening, estimated confinement, nau- 
sea and vomiting; headache; edema; leu- 
korrhea; urine and bowels. The examina- 
tion should include head, neck, chest, 
breasts, cardio-vascular, skin, bones and 
joints, neuro-muscular, abdomen, uterus 
and foetus, genito-urinary, external and 
internal. 

Other problems arising are complica- 
tions due to acute and infectious diseases, 
such as: smallpox, scarlet fever, typhoid 
fever, pneumonia, influenza _ erysipelas 
and gonorrhea. Any of these diseases are 
liable to be contracted by the pregnant 
woman. Vaccinations and _ inoculations 
have removed the dread of small pox and 
typhoid fever. Pneumonia and influenza 
result in premature labor or abortion and 
very often with death of the mother. 
Avoiding contact with persons suffering 
from influenza and keeping the patient in 
a healthy state is about our only means of 
avoiding these conditions. 


Then we have chronic infectious dis- 
eases, such as: tuberculosis, malaria and 
syphilis. If we see the patient before con- 
ception takes place, which is rarely the 
case, they should be advised not to be- 


come pregnant until the disease is cured 
or arrested as in the case of tuberculosis. 
Then we have many other conditions 
which we must investigate during our 
physical examination. Many of the deaths 
occur from diseases of the circulatory and 
respiratory systems; chief among these 
are valvular lesions of the heart, myocard- 
itis and endocarditis. 

Next we take up the alimentary tract 
and the liver, chief offenders are gall 
stones, indigestion, salivation, gingivitis 
and dental caries. 

Last but not least are the kidneys and 
urinary tract, chronic nephritis, diabetes 
and hematuria. By a periodical examina- 
tion of the urine and the taking of the 
blood pressure, we are able to discover the 
early signs of nephritic toxemia, pre- 
eclamptic toxemia and eclampsia. 

In conclusion, | wish to say that this is 
just a brief resume of Dr. Emanuel’s 
paper and | hope that he has impressed 
on your minds the necessity of pre-natal 
care, and careful physical examination of 
the pregnant woman, when she entrusts 
herself in our care. 


ee 


COMMERCIALISM VS PROFESSIONALISM 


Under this title the Journal of the Medical 
Society of New Jersey relates the story of the 
large manufacturers of a product extensively 
used for that reason, was, it seems, told by the 
representative of a powerful drug chain organiza- 
tion that it must make certain concessions to 
“modern merchandising methods,” or else—. The 
first thing wanted was an extra discount. This 
was needed in order that the products in ques- 
tion might be advertised to the public. The ad- 
verising was deemed necessary in the interest of 
both the manufacturer and the chain organization 
which proposed to handle the products in ques- 
tion. The answer of the manufacturer was that 
he did not desire to advertise his products to the 
public. He prided himself that he advertised only 
to the medical profession. He felt that the pub- 
lic had no business prescribing for itself, even 
such a good product as he made. 


“The retailer urged that goods such as those 
in question could be sold in larger quantities by 
displaying them in windows, advertising them in 
newspapers, and by the recommendation of clerks. 
The manufacturer did net want any of those pro- 
cedures followed.” 


Such occurrences are an old story to ethical 
manufacturers, although the practicing physician 
doubtless is not ware of how muh pressure is 
thus brought to bear. 


S. M. A. Corporation not only refuses to par- 
ticipate in such unethical practices, but in addi- 
tion every package of S. M. A. from the begin- 
ning has borne this injunction: “Use only on or- 
der and under supervision of a licensed physician. 
He will give you instructions.” 
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CASE REPORT OF CANCER OF THE 
UTERUS IN A TWENTY-SEVEN 
YEAR OLD PARA TWO 





J. H. ROBINSON, M.D. 
OKLAHOMA CITY 


Mrs. N. McC., came to the clinic May 
28, 1932, stating that she needed an oper- 
ation on account of “womb trouble.” She 
brought a written report along from her 
family doctor who diagnosed her case as 
infected fibroid. 

Her family history was essentially nor- 
mal. 

Her personal history revealed nothing 
in the way of previous serious illness nor 
operation. 


She began menstruating at about 15 
years of age with periods lasting four days 
at 24 to 36 day intervals, usually without 
pain. Had a full term normal pregnancy 
and delivery in 1928 and an abortion of 
unknown cause at two and one-half 
months in 1930. 


Present complaint : 


1. A mixed bloody and whitish dis- 
charge of three months duration. 


2. Pain in the pelvis, constantly. 
3. Frequent urination but no burning. 
4. Fever. 


Physical examination: Tall, bony, white 
woman of 27 years, appeared older. Tem- 
perature 100, pulse 108, blood pressure 
110-60. Teeth were poorly kept with many 
missing. Chest and heart negative. Ab- 
domen regular in contour, thin type with 
no scars. A tender but smooth mass was 
palpable in the lower median portion. 
Vaginal examination revealed a smooth 
but bilaterally lacerated cervix. There was 
a thin bloody discharge oozing from the 
cervix. There was no erosin. Uterus was 
uniformly enlarged to the size of a grape- 
fruit. It was exquisitely tender. It was in 
good anti-version. 


Laboratory: Red blood count 3,620,000, 
hemoglobin 65%, white blood count 7,400. 
Urine: sp. gr. 1.010, acid, albumen nega- 
tive, sugar and acetone negative, 1-2 leu- 
kocytes with occasional small clump of 
pus. 

Pre-operative diagnosis: Fibroid uterus, 
infected. 

Operation: A pan hysterectomy was 
done May 31, 1932, finding a uterus sit- 
ting upright uniformly enlarged to the 


size of a grapefruit with a uniform tumor 
in its lower segment. No adhesions ex- 
cept it was noted the bladder was released 
from its anterior surface with unusual 
difficulty. The tubes were closed and con- 
tained an ounce or more of water each, 
ovaries degenerated with multiple small 
multilocular cysts. An attempt to recover 
all the cervix with the uterus failed on ac- 
count of the softness and peculiar cutting 
qualities of the interior of the cervical 
canal. The lower portion, or about the ex- 
ternal os of the cervix was left in order to 
have some tissue with which to bridge the 
pelvic floor. This tissue was soft and held 
sutures very poorly. Upon amputating 
the uterus near the external os of the 
cervix considerable free pus was liberated. 
On account of the unusual softness of the 
interior of this tumor a microscopic study 
was ordered, and a few days later a report 
of adeno-carcinoma of the uterus was re- 
ceived. 

The patient developed a virulent infec- 
tion in the operative field and had a slow 
and stormy post-operative convalesence. 


She improved rapidly after a_ blood 
transfusion of 500 c.c. of whole blood on 
the eleventh operative day. She was given 
a temporary discharge from the hospital 
on the sixteenth post operative day. One 
week later the patient came to the office 
as directed. Her abdominal wound was 
healed. Her general condition was fair, 
but she complained of a watery vaginal 
discharge. Speculum exposure of the form- 
er cervical area revealed a roughened 
granular bleeding mass carcinomatous in 
appearance. Urine was slowly pouring 
down out of this tissue at apparently what 
had been the external os of the cervix. Pa- 
tient was re-admitted to the hospital and 
this mass of tissue cauterized extensively 
and 50 mgms. of radium inserted into the 
center of it and left 24 hours. This mak- 
ing 1200 milligram hours of radium. Pa- 
tient was instruced to return in eight 
weeks for another irradiation. 


This case presents some individual pe- 
culiarities in that a diagnosis of carcinoma 
of the cervix was not suspected upon 
speculum examination of the cervix. There 
was no discoloration of the vaginal por- 
tion of the cervix. At operation on account 
of the tumorous involvement of the cervi- 
cal canal and lower portion of the uterus 
and the microscopic examination being 
reported as adeno-carcinoma we conclude 
the cancer had for its origin some point 
within the proximal end of the cervical 
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canal. Its growth being progressively 
superolateral, the center of which being 
about the internal os. 


If the diagnosis had been made prior to 
hysterectomy, no operation would have 
been done. A dilatation of the cervix and 
insertion of radium would have been the 
procedure of choice. 

The trend of treatment in carcinoma of 
the cervix and lower uterine segment in 
the past fifteen years has been from surg- 
ery to irradiation. Floyd E. Keene and 
Robert A. Kimbrough of the University of 
Pennsylvania recently reported results ob- 
tained in the gynecology department, of 
475 cases treated with radium; of this 
number 427 of the cases were traced. 
From 1913 to 1921 they did pan-hysterec- 
tomy and followed with radium. During 
the past eleven years they have operated 
only one patient. The remainder have been 
treated exclusively with radium. During 
the first half of this period they used 
radium in only the advanced cases with a 
curability of 11.37 per cent at the end of 
a five year period. From 1920 to 1926 
both early and late cases received radium 
with a salvage of 18.28 per cent. Only five 
of their series of 475 cases got deep X-ray. 
The results were disappointing, though 
they expressed interest in deep X-ray in 
conjunction with radium on account of the 
enthusiastic reports elsewhere. 

They report three primary deaths in 
the 475 cases. One died of pulmonary 
embolus on the sixth day; One died of 
septicemia on the fourteenth day, and one 
died of pelvic peritonitis on the twenty- 
seventh day. 

It is interesting to note in the many 
cases reported here that the total dosage 
usually varied from 2400 to 4200 meg. 
hours. 

At the Womans’ Hospital in New York 
City, reported by Doctors Ward and Far- 
ror, an initial dose of 2400 to 4200 mg. 
hours has been the custom. 

The patients were followed up monthly 
throughout a five year period with re- 
radiation whenever evidence of recur- 
rence was found within reach. They have 
not used the high voltage X-ray until 
within the last year. 

There seems to be no question anymore 
that cancer of the cervix is properly dealt 
with through the use of radium. There 
are many peculiarities in technic and 
many alterations in dosage published in 


the literature. I find many clinicians us- 
ing an average initial dose of 2400 mgms. 
hours. Some recommend as high as 3600 
mgm. hours initially. It seems logical to 
me that 1200 to 2400 mgm. hours initially 
gets the patient off to a fair start. 





TREATMENT OF CONGENITAL CLUBFEET: 
STUDY OF THE RESULTS IN TWO 
HUNDRED CASES 


J. H. Kite, Decatur, Ga. (Journal A. M. A., 
Oct. 1, 1932), reports on a study he made of the 
results following several methods of treatment in 
200 consecutive cases of congenital clubfeet, in 
order to determine the efficiency of the diffeient 
methods of treatment and also to determine some 
of the factors that influence treatment. From a 
detailed study of 149 patients in the nonoperative 
group, he draws the following conclusions: 1. The 
juration of treatments has been shortened very 
little by beginning treatment at an early age. 
Counting the time to complete the initial treat- 
ment and all recurrences, the fifty children who 
started treatment under 1 year averaged only 
nine tenths of a week less than did the thirty-one 
who started treatment between 1 and 7 years. 
However, early treatment is strongly recommend- 
ed because it seems to give better feet. 2. After 
the child begins to walk the duration of treat- 
ment becomes progressively longer. 3. The group 
treated twice a week showed a saving of 4.2 
weeks over the group treated once a week. 4. It 
requires 1.4 weeks longer, on the average, to cor- 
rect the deformity in boys than it does in girls. 
5. Children who have been previously treated re- 
quire, on the average, as long for the correction 
of their deformities as those who have never 
been treated. 6. Fifty per cent of the children 
with other congenital deformities had recurrences, 
while only 18 per cent of the otherwise normal 
children showed recurrences. 7. Children with 
other congenital deformities require, on the aver- 
age, thirteen weeks longer for the correction of 
the clubfoot deformity. Eighty-eight per cent of 
all clubfooted children who have applied for treat- 
ment during the last seven years have been suc- 
cessfully corrected by the nonoperative method. 
These patients have been corrected by casts and 
wedgings without the use of an anesthetic or 
force. There have been fewer recurrences in this 
group than in the operative group, and the re- 
currences have been easier to correct. The oper- 
ative groups showed fairly good anatomic feet, 
but, because of the stiffness and loss of elastic- 
ity in the feet, rather poor functional feet. The 
nonoperative group showed still better anatomic 
correction with almost no functiona disability . 


—____—__—__. 0————_—____—_. 


ALLERGIC MIGRAINE 


Albert H. Rowe, Oakland, Calif. (Journal A. 
M. A., Sept. 10, 1932), calls attention to the fact 
that food allergy as a frequent cause of migraine 
has been demonstrated. Of 130 patients treated 
by him, good results with the elimination of al- 
lergic foods occurred in 87 per cent of the 109 
patients who gave good cooperation. The author's 
elimination diets, modified by positive skin re- 
actions or a history of idiosyncrasies to specific 
foods, were effective in the determination and 
control of the food allergy. 
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TRICHOMONAS VAGINALIS 
VAGINITIS 


L. C. NorTHRUP, M.D. 
TULSA 


During the past four years consider- 
able attention has been given to the study 
of trichomonas vaginalis vaginitis, which 
is an invasion of the vaginal tract by a 
molite protozoan parasite. 

The object of this paper is to empha- 
size the importance of recognizing the in- 
fection during a routine examination, and 
to present a treatment which I have found 
to be most effective. 

During a period of twenty-six months, 
routine microscopic examination of fresh 
vaginal discharge taken from one hundred 
eighty private patients in my office re- 
vealed forty-two cases of trichomonas in- 
fection. 

This organism was first described in 
1837 by Donne. Since that time little has 
been added to our knowledge of the organ- 
ism. Many authors dealing with this sub- 
ject have expressed doubt as to patho- 
genicity. Davis believes that with few ex- 
ceptions trichomonas vaginalis rather 
than the associated bacteria are the cause 
of the very annoying vaginitis with which 
these parasites are associated. My experi- 
ence has been that all acute symptoms are 
usually relieved within a few hours after 
a treatment which kills most of the tri- 
chomonas. 

The clinical diagnosis is based on a few 
characteristic findings. A scanty, thin, 
milky and somewhat frothy discharge 
with a disagreeable odor. Evidence of 
vaginal irritation in varying degrees of 
severity. Itching often quite distressing. 
Soreness in vagina which often extends 
into the pelvis is nearly always present. 
The vaginal membranes often bleed easily. 
Cervical erosions are common and will of- 
ten heal spontaneously when the organ- 
isms are killed. I have found two cases in 
which Skeen’s ducts were infected. And 
five cases associated with caruncles. The 
urethra often contains the organisms but 
I believe it is merely soiled and not in- 
fected. Urinary symptoms are usually 
absent. 

The laboratory diagnosis of trichomonas 
vaginalis is very simple. A drop of fresh 
discharge is mixed with a drop of normal 
saline on a cover glass. This is examined 
under the microscope as a hanging drop. 


The organisms can be readily seen under 
either high or low power. They are dis- 
tinguished from pus cells by their active 
motility. 

If the organism is found I believe your 


patient will be gratefully benefitted if 


you institute active treatment to rid her of 
this infection. The organism is quickly 
killed by most of the ordinary antiseptics 
and by dessication. Theoretically one 
thorough application of any common anti- 
septic should produce a cure. In practice 
this is far from the case. One of the first 
patients treated in my office was under 
constant observation and almost continu- 
ous treatment for a period of twenty-two 
months before she was entirely free from 
the trichomonas organism, All the work- 
ers in dealing with treatment emphasize 
the importance of thorough cleaning. Foi 
this purpose I use one percent metaphen 
solution in a good grade of liquid soap. 
The vagina is dilated with a four prong 
vaginal speculum. This enables me_ to 
clean carefully around the urethra as well 
as the vault. After cleaning, the vaginal 
membrane is dried with gauze and painted 
with a saturated solution of picric acid. | 
have found this to be more effective than 
mercurochrome, iodine, hexylresorcinal or 
methelyene blue. The vagina is again 
dried and then it is packed full of powder- 
ed sulphur. A dry fluff of gauze is tuck- 
ed in to hold the sulphur in place. Kleeg- 
man has recommended kaolin at this stage. 
I have found sulphur more effective. It is 
not objectionable to the patient. I cer- 
tainly has drying properties and it is a 
parasiticide. The patient is instructed to 
remove the gauze next morning and take a 
cleansing douche with mild soap water. 
She then is to fill the vagina with a solu- 
tion of lactic acid, one teaspoon lactic 
acid to pint water, she is instructed to 
press the lips of the labia around the 
douche tip to prevent the solution from 
running out, and to hold it for about two 
minutes. On the second day she returns to 
the office for another treatment. Usually 
two or three treatments are sufficient to 
allay all symptoms. Then the patient is 
told to continue the daily douche and the 
lactic acid instillation reporting once a 
week for test. She is instructed to con- 
tinue douching throughout the menstrual 
period as the organisms obtain rapid 
growth during that time. At the end of 
four weeks testing if no organisms are 
found she discontinues the lactic acid and 
reports once a month for test. 


I realize that we have not yet found a 
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specific for the treatment of trichomonas 
vaginalis vaginitis. I have tried all of the 
things recommended by Greenhill, Faulk- 
ner Davis, Mathilu, Kleegman and others. 
1 have found them all effective to a cer- 
tain extent. 

SUMMARY 


1. A routine examination for tricho- 
monas vaginalis should be made on all 
gynecological patients. 

2. If the organism is found treatment 
should be instituted. 

3. Thorough cleansing followed by the 
use of powdered sulphur is most effective. 

4. The use of lactic acid by the patient 
to restore the natural protective flora 
completes the treatment. 

5. Careful watching over a long period 
of time will prevent recurrences. 
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GRANULOPENIA AND AGRANULOCYTIC 
ANGINA 





Henry Harkins, Chicago (Journal A. M. A., Oct. 
1, 1932), collected reports of thirty-six cases of 
recurrent granulopenia from the lite. ature. Seven- 
teen cases of granulopenia were observed in the 
University of Chicago Hospitals. Eight of these 
seem to be primary granulopenia and in four more 
than one attack occurred. The etiology of pii- 
mary granulopenia is as follows: (1) The oral 
lesions and sepsis are secondary to the granu- 
lopenia. (2) Primary granulopenia May be due to 
some endogenic factor such as allergy, endocrine 
disturbance or congenital deficiency of the bone 
marrow. (3) On the other hand, the causative fac- 
tor may be an exogenic agent, acting either on a 
normal person or on a person with a special sus- 
ceptibility. Unknown organisms, B. influenzae, 
and chemical poisons are to be considered. (4) 
rhe causative agent acts chiefly on the bone mar- 
row. The author makes the following conclusions 
concerning the treatment of primary gianu- 
lopenia: (1) Oral antisepsis merely delays the 
entrance of malignant organisms into the sys- 
tem. Conversely, attempts to restore the white 
cell count to normal will not save the patient’s 
life if sepsis is too advanced. (2) Blood transfus- 
ion and roentgen rays are of no proved value. (3) 
Chemical agents intended to stimulate the bone 
marrow are in general ineffective. Some evi- 
dence has collected to indicate that nucleotide is 
of value in primary granulopenia. Nucleotide did 
not affect the course of granulopenia in acute 
benzene poisoning in rabbits 


TREATMENT OF ALIMENTARY TOXICOSIS 

Samuel Karelitz and Bela Schick, New York 
(Journal A. M. A., Juiy 30, 1932), base their pro- 
cedure in the treatment of alimentary toxicosis 
on the following simple, fundamental ideas: 1. 
Diarrhea and vomiting, once established, are no 
longer specific, but are symptoms of an aspecific 
hypersensitiveness of the gastro-intestinal tract. 
Everything, even water or tea, may irritate and 
may sustain or increase vomiting and diarrhea. 
2. Dehydration is a secondary symptom due to 
loss of water mainly by vomiting, diarrhea and 
respiration. The diseased organism or, rather, 
the diseased cells are unable to retain either water 
or salts (plasma). There is a tendency to ex- 
crete fluid by way of the intestinal tract. This 
may occur to such an extent that the output of 
urine suffers until it is almost suppressed. All 
this leads to acidosis and blood concentration 
with accumulation of catabolic products. Fore- 
ing fluid by mouth or even by parenteral ad- 
ministration does not necessarily lead to a suffi- 
cient retention of fluid. Even such forced fluid 
may be excreted in this undesired direction, name- 
ly, through the intestinal tract. The diarrheic 
character of the stools may continue, and the 
number of stools may increase. 3. The toxic symp- 
toms of the disease are at least aggravated by 
dehydration. Therefore, of paramount importance 
in the authors’ plan of therapy was: (a) more 
radical and longer than usual rest for the gastro- 
intestinal tract, and (b) treatment of dehydra- 
tion with an intravenous supply of fluid. Since 
the fluid injected by venoclysis contains 5 per cent 
dextrose, complete oral starvation can be resort- 
ed to for a period of twelve hours, and the fur- 
ther omission of all food except water by the oral 
route can be continued for as long as is found 
necessary to stop all symptoms and restore the 
normal function of the intestinal tract. The dex- 
trose serves as food (from 80 to 160 calories 
daily) as a diuretic and as a stimulant to the 
heart and other muscles; it probably replaces 
some of the glycogen in the liver, thus aiding the 
function of the liver, and it may help the metab- 
olism of fat. The authors’ treatment has now 
been carried out for the past two and one-half 
years. Among fifty-three cases, the mortality 
was six, or 12 per cent. This must be compared 
with an average mortality of 64 per cent for the 
preceding ten years at the same hospital. Five 
additional patients treated in other institutions by 
the same routine recovered. The children so treat- 
ed showed an almost immediate general improve- 
ment after the venoclysis was started and an even 
more marked improvement after blood transfus- 
ion. The first evidences of improvement were a 
stronger pulse, better color, faster breathing, a 
clearer and more alert mental state, better turgor 
and increased kidney function. Acidosis disap- 
peared and the chemical composition of the blood 
became normal. In every case vomiting ceased 
immediately. Abdominal distention occurred oc- 
casionally and was always regarded as a danger- 
ous sign. The diarrhea was lessened in many 
cases, and it was completely stopped in ten chil- 
dren immediately after treatment was started. 
During 1931, the average duration of diarrhea 
after the starting of treatment was three days, 
with the maximum duration of nine days. The au- 
thors believe that their procedure represents de- 
cided progress in the treatment of severe forms 
of alimentary toxicosis. 
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| EDITORIAL | 


ALCOHOL AND THE PLIGHT OF 
OKLAHOMA CLINICS AND 
LABORATORIES 





Quoting Section (69-82, Volume 2, Com- 
piled Oklahoma Statutes, 1929) which 
reads in part as follows: 


“The Governor is hereby authorized and 
empowered. ..... to prescribe rules and 
regulations in accordance with the Consti- 
tution and the laws of the United States, 
for the sale of pure grain alcohol for medi- 
cinal purposes. ......and for the sale of 


alcohol for scientific purposes to such in- 
stitutions, universities and colleges as are 


authorized to procure the same, free of 
tax, under the laws of the United States; 
and for the sale of alcohol to any apothe- 
cary, druggist or pharmacist.” 

Other clauses permit hospitals to buy 
tax free alcohol under practically the same 
conditions. 

One unusual situation has arisen in Ok- 
lahoma, however, in the case of bona fide 
clinics and laboratories. The federal au- 
thorities, or the commissioner having 
charge of the issuance of permits to Ok- 
lahoma, has ruled that clinics and labora- 
tories are not covered by the present Okla- 
homa law, therefore these organizations 
are not permitted to legally acquire the 
alcohol which is absolutely necessary for 
their use. It is well understood that no 
clinic or laboratory can maintain proper 
service without the use of alcohol. 

Obviously it is going to become neces- 
sary for the medical profession, those 
maintaining clinics and laboratories to at- 
tempt to secure passage of a law placing 
them in the same class as scientific insti- 
tutions, universities and colleges, so far 
as the purchase of alcohol is concerned. 
This is going to be a difficult task, for 
those of experience well understand the 
difficulty in securing the enactment of 
any law. There are to be found, in the 
legislature, certain irascible opponents 
to the use of alcohol for any purpose 
whatever, the (bellwether) of such op- 
ponents usually being a fanatical church 
member or a politician afraid of such in- 
fluences. Neverthless it would seem that 
there is no reason why a committee of re- 
spectable physicians in each county should 
not be able to approach their representa- 
tives, lay the dilemma before them and ask 
that it be corrected by a short enactment 
in order to save clinics and laboratories 
from violating the law, which they must 
do if they continue to exist. 


4). 
— 


VETERANS’ ADMINISTRATION—A 
LAYMAN’S IDEA 





The September issue of the Oklahoma 
Legionnaire contains a report by the 
Chairman of the Rehabilitation Commit- 
tee, Mr. Morton H. Harrison, Claremore. 
Among the recommendations made are 
some that no thinking physician and cer- 
tainly no physician familiar with the 
thousands of rules and regulations which 
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must be followed by a physician of the 
Veterans’ Bureau may be complied with. 


The first impossible recommendation is 
—that a schedule of examinations be 
adopted by the regional office and hos- 
pital, that a certain number of examina- 
tions be made daily and that a committee 
of lay, three physicians, establish such 
schedule. There is also a suggestion that 
the working hours be extended. 

In the first place very few private phy- 
sicians have any idea of the magnitude 
and difficulty confronting physicians in 
the regional offices and Veterans’ Hos- 
pitals. There is a vast difference between 
a mere clinical examination and devoid of 
the many, often necessary scientific aids. 
For instance, a man may claim he has 
arthritis, the films on the case may not be 
satisfactory and through no fault of either 
the technician making them or the phy- 
sician reading them. But it is necessary 
that the patient be returned for a dupli- 
cate of the films. This prolongs the time 
of his examination and requires him to 
stay longer in the hospital. Then again he 
may come in for a very simple tonsillec- 
tomy, hemorrhoidectomy or simple appen- 
dectomy, when upon general examination 
it is found that the man has other disabili- 
ties. It may be discovered that he has 
very rapid heart or a noticable enlarge- 
ment of the thyroid, and that calls for an 
X-ray of his heart and lungs plus a basal 
metabolism. All of this work requires 
further work and delay. 

It is the opinion of the Journal that 
any attempt to step up the work now be- 
ing done either in the regional office at 
Oklahoma City, or the Muskogee Hospital 
will result in either injustice to the man 
or the government. 

Neuropsychiatric cases often are es- 
pecially difficult to determine For inst- 
ance, a man may be sent in with a state- 
ment by a lay physician that he has epi- 
lepsy. No one under the sun will be able to 
diagnose that case unless he sees the man 
in an actual epileptic seizure. The above 
situation may be multiplied to a great de- 
gree but it is not necessary. One of the 
most irritating sources of delay in treat- 
ment for which many are hospitalized lies 
in the fact that upon examination of their 
blood it is shown that syphilis exists, the 
man may know nothing of it, except to re- 
call what he thought was a simple sore and 
a simple treatment years ago. But no surg- 
eon wants to operate upon the case until 
he knows it to be safe. 


As a rule the work and management of 
regional offices and Veterans’ Bureau 
Hospitals, is, in the main in very good, 
honest hands; men who desire to do both 
the man and government justice but these 
things require time and no lay physician 
is in a position to dictate the number of 
examinations which should be made in a 
day, nor does he know anything of the con- 
tinuous, gruelling work that goes on from 
8:00 A. M., to 3:30 P. M. 


It might be said in passing that perhaps 
no physician in Oklahoma sees one-half as 
many cases in one day as the medical of- 
ficer connected with the regional office 
and Veterans’ Administration Hospital. 

For these reasons we believe that these 
recommendations of the chairman are im- 
practicable and cannot be carried out 
without doing harm. 


—_——_ —— — - ——()— > 


THE PENROSE DRAIN 
In abdominal cases, where it is the judg- 
ment of the surgeon that drainage should 
be instituted, there is nothing, in the writ- 
er’s opinion, more useful than what is 
known as the Penrose drain. Probably 
many surgeons use the Penrose drain 
without knowing that it was first devised 
or made by Dr. Charles B. Penrose, who 
happened to be a brother of the famous 
Pennsylvania Republican Senator. 





The drain is simplicity itself and may 
be bought from various commercial 
houses. However, for many years, the 
writer has used something, which in the 
absence of a Penrose drain, he believes to 
be equally efficient, and I am not egotisti- 
cal enough to believe that there is any- 
thing new about that, in fact as time goes 
on it appears that apparently there is 
nearly nothing new under the sun. 

There is a strong objection to the use of 
strips and rolls of gauze for drainage; 
rolls of rubber or rubber tissue are much 
better, and where a large area is to be 
drained, sections of gauze may be rolled 
in rubber tissue in such a manner that the 
gauze does not come in contact with the 
omentum or intestine, thus giving the 
drainage necessary without danger of 
abrading the omentum or intestine which 
comes in contact with the drain. Removal 
of simple gauze drain is painful, while 
the removal of rolled rubber tissue, or 
gauze rolled in rubber tissue, is not pain- 
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ful, and they may be used in any number 
desired—down into the pelvis, up under 
the liver, and laterally as the conditions 
indicate. 





YOUR MEMBERSHIP—SEE YOUR 
SECRETARY 





Annually we call attention to the fact 
that all memberships automatically expire 
December 31st of the year. Beginning in 
December and through January remit- 
tances from county secretaries are fairly 
heavy, so heavy that the office cannot 
keep up with them, therefore membership 
certificates are not issued the day upon 
which we receive them, and circumstances 
may cause many days delay, however, we 
try to get them out as early as possible. 
This year, the individual physician can do 
his unpaid county secretary a great serv- 
ice by looking after this matter immedi- 
ately. It will save him, if he has the 
energy and inclination, telephoning or 
calling upon the doctor in the attempt to 
attend to the doctor’s own busines. 


In January we write every member that 
his membership is about to expire. That 
costs money; later as a rule, and before 
finally striking their name from our lists, 
we write the members a personal letter. 
As a rule, practically everyone of these 
men come in at a later date, but there is 
no use postponing a matter which may be 
attended to by a little forethought, and 
one which we know you are going to at- 
tend to eventually in any event. 


Removing names from rolls, cutting 
from mailing lists, notifying the American 
Medical Association of the fact, then have 
the member come in in the middle of the 
year, sometimes after the annual session, 
means that he has placed upon everyone 
unnecessary work and upon his associ- 
ation unnecessary expense, for this year 
postage is higher than ever. There is an- 
other feature of it: To date we have 1552 
members. At the next annual session of 
the American Medical Association at Mil- 
waukee, I believe the House of Delegates, 
under its constitution, must reapportion 
the number of delegates, etc. We have 
three delegates now because when the ap- 
portionment was formerly made we had 
more than 1600 members, but should the 
House of Delegates change the number, 
say to more than 200 (last year it was pro- 
posed to make it 850) then we would lose 
one delegate. Probably it will remain 
one delegate to 800 members or a fraction 


thereof, so it will be necessary for us tu 
find that extra 40 odd members, and they 
are easily obtainable over the State. For 
that reason alone—pride in our State or- 
ganization—we should see to it that this 
little 40 odd members are secured. 

See your secretary now and help every- 
body concerned to make the cleanest sweep 
possible. 





~ 
~— 








Editorial Notes — Personal and General 








DR. McCLAIN ROGERS, Clinton, who has been 
ill with influenza is reported improved. 


DOCTOR C. E. DeGROOT, Muskogee, attended 
the Kansas City Southwest Clinical Society meet- 
ing in October. 


THE OKLAHOMA COUNTY AUXILIARY 
held its regular monthly meeting October 26th, 
at the Oklahoma Club. 


DR. C. A. THOMPSON, Muskogee, will attend 
the Annual Conference of State Secretaries, to be 
held in Chicago, Palmer House, November 18, 19, 
1932. 


THE WOMAN’S AUXILIARY of the Southern 
Medical Group, meets at Birmingham, Ala., No- 
vember 16-18, 1932, to which everyone is cordi- 
ally invited. 





AMERICAN COLLEGE OF PHYSICIANS will 
hold its Seventeenth Annual Clinical Session at 
Montreal, with headquarters at the Windsor 
Hotel, February, 6-10, 1933. 


OKMULGEE-OKFUSKEE COUNTY MEDI- 
CAL SOCIETY met in joint session with the 
Muskogee County Medical Society, November 14, 
1932, at the Severs Hotel, Muskogee. 


THE WIVES of visiting physicians attending 
the Oklahoma City Clinical Society, November 
Ist, were entertained with a luncheon-bridge, held 
at the Oklahoma City Golf and Country Club. 


THE WOMAN’S AUXILIARY of the Potta- 
watomie County Medical Society opened on Wed- 
nesday, September 28th, with the regular one o’- 
clock luncheon at the home of Mrs. R. M. Ander- 
son, Shawnee. These luncheons will be continued 
as the social part of the club. 


THE CHAIRMAN of the Public Relations and 
Health program of the Woman’s Auxiliary to the 
State Medical Association, Mrs. A. L. Blesh, 920 
W. 20th St., Oklahoma City, has written a form 
letter to all County Auxiliaries urging that they 
acquaint themselves with the health needs of 
their respective counties. 
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A program of unusual features figured at the 
registration tea of the Oklahoma County Medical 
Society Auxilitry held Tuesday afternoon, Octo- 
ber 4th, at the Oklahoma Club. Prior to the pro- 
gram the new President, Mrs. A. R. Lewis, gave 
a response to the introductory remarks of the 
Program Chairman, Mis. Arthur Haney. Musi- 
cal numbers and a one-act play were presented. 
The program ended with two songs by the Sorosis 
sextette. 


WOODWARD COUNTY MEDICAL SOCIETY 
held their monthly meeting October 4th, at Shat- 
tuck. Drs. O. C. Newman and J. P. Davis were 
hosts. The program consisted of: “Diseases of 
the Gall Bladder,” by Dr. C. W. Tedrowe, who 
used X-ray pictures to illustrate the subject. Dr. 
Kingle of Perryton, Texas, addressed the group 
on “Use of Blood as a Therapeutic.” Dr. Has- 
kell Newman read a paper on “Treatment of 
Varicose Veins. Woodward wili be host to the 
next meeting, which will be held December 6th. 


WESTERN OKLAHOMA MEDICAL ASSO- 
CIATION met October 11, 1932, at the Franklin 
Hotel, Mangum, for their quarterly meeting. The 
following program was given: 

“Some of the Fundamental Principles of Infant 
Feeding,” by Dr. C. J. Alexander, Clinton. 

“Common Diseases of the Skin and Malignan- 
cies,” by Dr. C. P. Bondurant, Oklahoma City. 

“The Acute Surgical Abdomen,” by Dr. Roy 
Fisher, Frederick. 

“Brain Tumors,” by Dr. Harry Wilkins, Okla- 
homa City. 

MUSKOGEE COUNTY MEDICAL SOCIETY 
held a joint session with the Muskogee County 
Dental Society at the Town and Country Club, 
October 19th. Dinner was followed by an inter- 
esting program the speakers being: Drs. F. G. 
Dorwart, M.D., W. T. Jacobs, D.D.S., R. N. Hol- 
combe, M.D., S. G. Weiss, D.D.S., all of Musko- 
gee. Dr. T. H. McCarley, M.D., President-Elect, 
of the Oklahoma State Medical Association, of 
McAlester. 

These meetings will be held bi-annually be- 
tween these two societies. 

MUSKOGEE COUNTY MEDICAL SOCIETY 
met at Muskogee September 26th. Thirty-five 
physicians, including three dentists were pres- 
ent. The following program was given: 

“Secondary Anemia”—C. V. Rice, M.D., Mus- 
kogee. 

“Melanoma”—F. J. Wilkiemeyer, M.D., Mus- 
kogee. 

“Pulpless Teeth, Their Relationship to Neuritis 
and Rheumatism, When Best to Extract”—E. E 
Overmyer, D.D.S., Muskogee. 

“The Relationship of the General Practitioner 
to the Specialist”—T. T. Shackleford, M.D., Has- 
kell. 


PITTSBURG AND MUSKOGEE COUNTY 
MEDICAL SOCIETIES have arranged to hold 
joint meetings, Pittsburg County rendered a pro- 
gram at Muskogee, October 24, 1932, and Mus- 
kogee County will render one at McAlester, No- 
vember 28, 1932. Sebastain County Medical So- 
ciety (Ft. Smith, Arkansas) will render a pro- 
gram at Muskogee on December 12th, and the 
Muskogee County Society will render one at Fort 
Smith, in 1933, the date not yet decided upon. 


These meetings will be very interesting, promot- 
ing better acquaintance between the physicians 
in this section of the State. All physicians are 
cordially invited to attend these meetings. 


MUSKOGEE COUNTY MEDICAL SOCIETY 
met in joint session with the Okmulgee-Okfuskee 
County Medical Society at Beauclair Hotel, Ok- 
mulgee, Oklahoma, October 10th, 1932. The pro- 
gram was rendered entirely by members of the 
Muskogee Society, as follows: 

“Athrepsia,” Dr. C. V. Rice. 

“X-Ray Therapy in Graves Disease,” Dr. L. 5. 
Willour, McAlester. 

“Cholelithiasis,” I. B. Oldham. 

“Veterans Administration,” Dr. L. H. Webb. 

“Purulent Peritonitis,” Dr. H. Hutchings White. 

Doctors Geo. N. Bilby, State Commissioner of 
Health and C. A. Thompson, Secretary, Okla- 
homa State Medical Association, were also pres- 
ent. 


SOUTHEASTERN OKLAHOMA MEDICAL 
ASSOCIATION met, October 20th, at Roebuck 
Lake, five miles south of Hugo. The following 
program was given: 

“Malaria,” by Dr. R. E. Wolfe, Hugo. 

“Preventive Medicine,” by Dr. R. D. Williams, 
Idabel. 

Fish Fry Luncheon 

“Invocation,” Rev. J. C. Babb, Pastor First 
Presbyterian Church, Hugo. 

“Welcome Address,” Hon. O. A. Brewer, Coun 
ty Attorney, Hugo. 

“Response to Welcome Address,” Dr. J. S. Ful 
ton, Atoka. 

“President’s Annual Address,” Dr. H. B. Fus 
ton, Bokchito. 

“Vertigo,” Dr. R. L. Gee, Hugo. 

“The Pneumonias in Childhood,” Dr. T. H. Me- 
Carley, McAlester. 





DOCTOR FRANK BILLINGS 

Dr. Frank Billings, Chicago, died Septem- 
ber 20th following a severe gastric hemor- 
rhage. He was born in Wisconsin in 1854. 
Throughout his life he had given the best 
of his magnificent mind and great energy 
to the furtherance of medical teaching, the 
elevation of the medical profession and 
especially to the raising of the standard of 
medical education. Connected from his 
earliest days with Chicago Medical Schools, 
first with the Northwestern University 
Medical School, later with Rush Medical 
College and then with the University of 
Chicago, he became a_ great leader in 
American as well as international medicine. 
During his life time he has probably taught 
thousands of students in his specialty, in- 
ternal medicine. It was at his insistence 
that the small preparatory medical schools 
sither ceased to exist or merged into worth 
while medical colleges. This work began 
more than a quarter of a century ago. Past 
president of the American Medical Associ- 
ation, he was at all times one of the close 
advisors on many problems confronting that 
organization. The medical profession of 
the United States, in the death of Dr. Bil- 
lings, loses one of its greatest men. 


























ABSTRACTS ° REVIEWS. om COMMENTS | 








SS AND CORRESPONDENCE —— [ 











KESESALASSLALISBLALSLLLILA 
+ a 
§ 
SURGERY AND GYNECOLOGY : 
Abstracts, Reviews and Comments from § 
LeRoy Long Clinic , 

714 Medical Arts Bldg., Oklahoma City 

+ + 


The Prevention and Treatment of Abdominal 
Wall Excoriation in Gastric and Intestinal Fis- 
tulas by Copper Bronzing Powder. By W. F. 
Cunningham, M.D., A. M. A. Journal, May 7, 
1932, Page 1643. 

For many years the excoriations on the skin of 
the abdominal wall associated with these fistulas 
have been treated by various ointments with 
negligible results. 

In 1927 and again in 1929 Potter described the 
use of tenth-normal hydrochloric acid with beef 
juice associated with the feeding of from four to 
six ounces of boiled milk every four hours. In 
1921, Erdman described an effective method of 
siphonage. Smith and Christensen in 1926 de- 
scribed the use of kaolin and glycerine. This 
work was confirmed in 1930 by Co Tui, who treat- 
ed 31 intestinal fistulas with satisfactory results 
by the use of dry kaolin. When beef juice and 
tenth-normal hydrochloric acid were used, dres- 
sings were necessary every two hours; likewise, 
with kaolin or kaolin and glycerine, dressings 
must be changed every five or six hours accord- 
ing to the method described. 

Since April, 1931, however, the author has been 
using copper bronzing powder, which in reality is 
pure electrolytic copper and is known to the 
trade as 180 to 200 mesh. It contains traces of 
stearate, which is used in lubrication, and iron, 
which results from the grinding. It is used as a 
dry powder or in suspension. Many of the com- 
mercial varieties obtained in paint shops con- 
tain other ingredients and their use is interdicted. 
In powder form or in suspension the author’s ex- 
perience is that he can prevent excoriation of 
the abdominal wall and can in some _ instances 
clear up established excoriation in from twenty- 
four to fourt-eight hours. One application of the 
suspension may last for several days. It is time 
saving, requires no dressing or nightly attention, 
is antiseptic, and he states that in the pure state 
this element is not poisonous. 

The technic is simple. The copper is applied 
to the skin around the fistula as a dusting pow- 
der, being rubbed in thoroughly with the finger 
or cotton applicator, or a suspension is made uv 
in bronzing liquid, one part of copper being used 
to about six of the suspending agent. This is 
painted on and dries in from one to two minutes. 
Venus bronzing liquid was selected as the sus- 
pending agent after many other combinations 
of varnish, drier and linseeed oi] were tried, be- 
cause it is non-irritating and dries rapidly. The 
skin should be dry and meticulous care should be 
taken not to have any intestinal secretion pent 
up under the application. When the skin is not 
excoriated, copper suspension is indicated. If 
excoriation is present the powder is advisable 
until healing has taken place, following which 


the suspension is used. In addition, the author 
uses the cradle with electric lights, mopping the 
gauze or syringe siphonage when the secretion 
is copious, and occasionally the duodenal tube 
when there is extensive loss of fluid. 

The author’s experience is limited to nine cases. 

Fistulas of the gastro-intestinal tract may 
heal spontaneously, while the skin is being treat- 
ed with various applications and abdominal wall 
excoriation may be prevented. The particular 
advantage derived from effective antiexcoriants 
is the retention of normal skin while the fistula 
is healing or the patient is undergoing supportive 
measures for future operative intervention. Pure 
bronzing powder of from 180 to 200 mesh is an 
extremely useful medium in the prevention and 
treatment of excoriation in fistulas of the gastro- 
intestinal tract. 

Comment: We have employed the Potter tech- 
nic for protection of the skin in the treatment of 
fistula of the gastro-intestinal tract with grati- 
fying results. Tenens, Dr. Cunningham’s meth- 
od of protecting the skin appeals to us, and we 
believe that it is a method that may be of great 
help in the control of this annoying condition. 

—LeRoy D. Long, M.D. 


How to Treat Head Injuries and Appraise Them. 
By Foster Kennedy, M.D., and S. Bernard Wor- 
tis, M.D., A. M. A. Journal, April 16, 1932, Page 
1352. 

These authors review a thousand cases of head 
injury. They have tabulated the presenting ab- 
solute signs, and they have also given in outline 
their plan of treatment. This plan is, so far as 
I am able to obse:ve, practically the same as that 
which I have employed for several years follow- 
ing the lead of Dr. Temple Fay of Philadelphia. 
Among our abstracts in the Journal of March. 
1932, was one thoroughly presenting the plan of 
treatment of Dr. Temple Fay. 

In this article of Kennedy and Wortis, the most 
interesting section is that which deais with the 
appraisal of disability. The remote symptoms of 
head injury have become of late, masters of 
medical, sociological and economic importance. 
To appraise the degree of disability dependent 
upon any given head injury is therefore a medi- 
cal and medicolegal concern. It should be stated 
that only a small minority of patients who have 
had head injuries, including skull fracture, re- 
turn to the hospital later with any complaints. 
The physician must try to harmonize the known 
degree of injury, the subsequent history of the 
patient’s symptoms, and his physical, especially 
neurologic condition. Dissonance in this triology 
must be viewed askance and arouse in him the 
suspicion of a suggested neurosis. 

The following plan to determine the degree of 
disability dependent on structural neural injury 
is offered by these authors: 

(a) Absolute criteria: 

1. Roentgen evidence of skull fracture. 


2. Bloody spinal fluid. 
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3. Bleeding or cerebrospinal fluid leakage from 
orifice especially from the ears. 

4. Focal cerebral palsies. 

(b) Presumptive criteria, in the order of their 
importance: 

5. Convulsive states, proved post-traumatic. 

6. Ventricular distortion, proved post-trau- 
matic. 

7. History of prolonged unconsciousness. 

8. History of adequate trauma. 


All these units are 1eally measurable and are 
instrument! in establishing the fact of brain in- 
jury. 


The absolute criteria plus seven and eight of the 
presumptive criteria can be accurately determin- 
ed. Headache and dizziness, on the other hand, 
are unmeasurable factors following head injury, 
and if they pe:sist for more than four months in 
a man under 60 ununited to any of the first seven 
premises of brain or meningeal injury, the au- 
thors believe that they arise not from structural 
neural change but from the adoption of an idea 
in agreement with an already established emo- 
tional t.end; of such are the suggestion neuroses. 


Persons suffering from neurotic symptoms af- 
ter the occurrence of accident are best treated, 
medically and sociologically. by prompt and ac- 
curate diagnosis and treatment, speedy adjudi- 
cation, and economic adjustment in a_ single 
settlement whenever possible. Such cases should 
then be closed beyond the possibility of being re- 
opened. 

—LeRoy D. Long, M.D. 


Low Back Strain. E. G. Brackett, American 
Medical Association Journal, Volume 83, Page 
1068. 


The important and difficult element in the con- 
sideration of cases of back injury lies in the 
estimation of the actual value of the symptoms, 
compared with the evidence of the injury as ob- 
tained by the examination. The injuries involv- 
ing both strains and actual damage possess symp- 
toms and signs much in common, but which do 
not correspond in prominence to the degree of 
severity of the result occasioned by the violence, 
and this is particularly true of those symptoms 
which are easily intensified by the patient. The 
variation in the prominence of many of these 
signs naturally depends on the character and the 
severity of the accident, but the gravity of the 
injury is determined largely by the type of spine 
in question. As an aid in the determination of 
the gravity of the lesion in the low back, these 
cases of so-called strain may be considered from 
two points of view: first, in relation to the char- 
acter of the violence causing the injury, and, 
second, in relation to the condition existing in 
the spine at the time of the injury. 

Classes of Injury 

First, considered in relation to the character 
of the injury, or to the condition under which the 
strain occurred: In general the injury occurs 
either as a local wrench, almost always in the 
lumbosacral area, or as a general strain involving 
a larger area, and in each, the mechanical eti- 
ology often has a direct bearing in the diagnosis, 
and also may be of aid in forming an estimate 
as to the degree of resulting disability. There 
are two special conditions under which the vio- 
lence may be incurred in these back sprains, In 


the one, it results from and during some severe 
muscular exertion on the part of the subject. In 
the other, it results from an external mechanical 
violence exerted on the subject, and independent 


of him. 


The first deserves mention because of its fre- 
quency. It occurs as a result of undue force put 
on the ligamentous structures. while the back is 
in a position vulnerable to injury; i. e., with the 
patient leaning forward, and while the back is 
held in this forward flexed position, the patient 
makes a severe muscular exertion. In this type, 
the wrench may occur (a) while the patient is 
carrying a heavy load with one or more fellow 
workmen, and one or more of the men unexpect- 
edly let go their hold, thus suddenly shifting the 
whole load on one or more of the group, which 
brings a sudden and unexpected strain to the 
back: or (b) while the patient is lifting a heavy 
weight from a iow position, with the back fully 
flexed. In the former instance (a), the wrench 
occurs when the muscles are not in, and do not 
have time to be put in, full protective action, be- 
cause of its unexpectedness. As a rule, the load 
is more than would be given to one man, and is 
too great to be borne by the ligamentous struc- 
tures alone, unprotected by the muscles, and 
there results, therefore, a severe, quick stress on 
the ligaments of the low part of the back at a 
moment when it is not safeguarded by muscle 
control. 


In the latter instance (b), also, the load is 
usually excessive, and, during the muscular ef- 
fort, usually while the man is making a forced or 
a quick exertion, he is suddenly conscious of a 
strain accompanied by severe local pain. The 
sensation usually described in both these types is 
of sudden painful giving way, often with a snap. 
The pain practically always is local in the low 
part of the back, occasionally referred forward 
to the groin, or downward in the leg along the 
course of the sciatic nerve. 

The second type of injury occurs as a result of 
an external trauma, such as may be incurred by 
a fall or a blow, in both of which there is a con- 
siderable degree of force exerted on the spine, 
with sufficient violence to stretch the spine be- 
yond its arc of motion. The results to the spine 
are similar to those incurred in the first type, 
but are naturally more severe in character, and 
more liable to result in actual structural damage 
either to the spine as fracture, or to the ligaments 
as actual tears. In the latter, when st:uctural 
anomalies exist in the lumbosacral area, the 
trauma produces actual injury to this structurally 
less resistant portion of the spine. 

The frequency of disability from a violence, not 
in itself severe, and incurred while the back is in 
a potentially weak position, is a fact to be noted, 
and to be considered in the estimate of the in- 
jury. 

Condition of Spine 

From the second and more important point of 
view, these cases are to be considered in relation 
to the condition of the spine existing at the time 
of the injury, and they may be classed as those 
in which violence occurs: 

1. In normal spines, in which the result is a 
purely ligamentous or aponeurotic strain, not 
associated with bone injury. 

2. In normal spines, in which the result is a 
fracture of some part of the vertebral column. 
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3. In spines that are already the seat of patho- 
logic change (usually osteoarthritis) and in which 
the results are, therefore, ligamentous or aponeu- 
rotic strains, plus some damage to the spine, 
which in itself is not normal. 

4. In spines the seat of structural anomaly 
{usually in the lumbrosacral area), and in backs 
potentially weak, and therefore less resistant 
to violence. 

It is often more difficult accurately to estimate 
the degree than the character of the injury, but 
attention to many points in the character of the 
injury and the condition of the spine are of dis- 
tinct aid. Most important of all is to determine 
whether we are dealing with a normal spine, in 
which a pure strain should and can follow the 
usual and normal course of recovery, or with a 
spine that is the seat of some pathologic or 
structural defect or abnormality that renders ‘t 
less resistant to external violence, in which case 
in injury will involve mo:e than a simple sprain 
yr even rupture of normal ligaments, and the 
yrognosis for recovery will be less favorable. 


It is found that, in a large number of these 
residual cases, there existed previous to the ac- 
cident some abnoimal condition of t»e spine, and 
it was therefore potentially not fitted to bear 
the strain. 

To study this class of injury from this point 
of view, the injuries may be placed in two groups: 
(1) those incurred by normal spines, giving ac- 
tual injury, as fracture, and (2) pure strains, in- 
volving the ligaments or merely the muscle at- 
tachment. As we are dealing principally with 
residual cases showing persistent disability, in 
which there is an anatomic or a structural basis, 
no consideration will be taken of strains of nor- 
mal spines except to call attention to a few facts 
in regard to them. 


The cases of old tuberculosis must be looked 
on as a return of an old process. 

The most important feature of the sprain in- 
juries of spines that are the seat of a pathologic 
process, usually osteoarthritis, lies in the fact 
that the symptoms arise largely from the violence 
to joints already diseased, rather than from the 
violence of the strain itself. 

A normal spine with its wide range of motion 
may be forced quite beyond its natural range, and 
result only in a simple ligamentous st:ain, with 
a few or no lasting symptoms. A spine the seat 
of disease, osteoarthritis, for example, may al- 
low motion within only a limited arc, yet within 
this arc the mobility may be free. It is essential 
to remember that a spine may present an ex- 
tensive degree of osteoarthritis, sometimes local- 
ized to a small area, sometimes more widely dis- 
tributed, and yet be without prominent symptoms, 
and, moreover, these conditions can even exist 
with the patient’s being unaware of their pres- 
ence. The restriction of the motion may develop 
so gradually that the patient gradually and un- 
consciously adapts himself to the limited activity, 
provided no acute or sensitive condition develops 
from trauma or other cause to give rise to acute 
symptoms. Motion not extensive, but forced be- 
yond that degree which is possible under ordi- 
nary conditions, and which has become the normal 
one for that spine, may result in serious conse- 
quences. The ligaments themselves are often in- 
volved in the pathologic process; they may be in- 
elastic or partly calcified, and suffer either ac- 
tual tears in their struture or ruptures in their 


attachments from the trauma. The forced mo- 
tion of the spine May also cause injury to the 
joints already markedly limited by the _ bony 
changes, or the exostoses themselves may be 
broken off. 

The same is true of the spines that present 
even more restriction of motion, such as_ the 
ankylosing process seen in the Strumpell- 
Marie type. In many of these cases, the develop- 
ment of the process is so gradual and with so 
few symptoms that the subjects are able to carry 
m their ordinary occupations, and are quite un- 
conscious of the existence of the defect until the 
violence is incurred. 

Arthritis in the sacro-iliac joint, particularly 
that of gonorrhea! origin in which the.e has been 
loss of cartilage with irregularities of joint out- 
line, gives a not infrequent form ef potentially 
weak back. There may be apparent recovery 
from the early attack, sufficient for the patient 
to resume his occupation and continue until a 
strain occurs, and not necessarily a strain of great 
violence. These joints present particularly per- 
sistent disability, and perhaps more than any 
other type demand radical treatment by anky- 


losis. 
Congenital Anomalies 


Among the congenital anomalies in the struc- 
turally weak backs are commonly found the fol- 
lowing conditions: impinging spinous processes, 
impinging transverse processes (on the _ ilia); 
certain types of sacralized fifth lumbar verte- 
brae (particularly unilateral), and abnormal ar- 
ticular facets of the fifth lumbar and sacral verte- 
brae associated with (a) a defective posterior 
portion of the fifth lumbar vertebra; (b) an in- 
creased angle of the lumbosacral junction, and 
(c) an increased obliquity of the sacrum (toward 
the horizontal plane). 


The impingement of spinous processes is an 
anomaly that occasionally is a source of diffi 
culty. The impingement is either in the vertical 
plane, the lower surface of the upper coming into 
contact with the upper surface of the one below, 
or in the lateral plane, in which the surface of 
the upper process overlaps the one below, even 
having a facet at the point of contact of the two. 
rhe usual history of these cases is one of repeat- 
ed slight strains, the patient gradually develop- 
ing more lasting symptoms, and, finally, with the 
mole severe symptoms, a more persistent dis- 
ibility. It ordinarily occurs in the recovery from 
the marked forward bent position, usually with 
an element of twist, and the exertion that ac- 
companies the occurrence is not necessarily severe. 
The part played by the impingement of the trans- 
verse process on the ilium has not been found to 
be prominent in the accident cases, or in this 
type of industrial cases. The cases presenting 
the symptoms that arise from this anatomic re- 
lation usually develop their disability gradually 
from the often repeated irritation, and with the 
levelopment of bursae, etc. The impingement of 
the spinous processes may constitute a very con- 
siderable disability after repeated mild injuries 
or strains, as well as after accidents accompanied 
by great force. 


Structurally, there is frequently found a low 
set lumbar verteb:a; an obliquely placed sacrum; 
often, small articular facets between the fifth 
lumbar vertebra and sacrum; a more or less flat 
type of articulation; and anteroposterior rather 
than a lateral plane of articulation, and, frequent- 
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ly, an asymetrical and imperfect development of 
the posterior part of the fifth lumbar vertebra. 


When the sacrum is more horizontal than nor- 
mal and there is an increased angle of the lumbo- 
sacral junction, with imperfect articular facets, 
one of the conditions produced approximates a 
false spondylolisthesis. The upper surface of the 
sacral body is tilted obliquely forward, giving a 
less mechanically stable support to the super- 
imposed weight, placing more dependence on the 
ligaments, and less on the true mechanical ap- 
position of the bone surfaces to uphold the 
weight and strain of the body above, all result- 
ing in a lessened stability of aiticulation. 


Cl'nically, there is seen a sharp angle lordosis 
at the lumbosacral junction; an acute angle bend 
in the backward extension of the spine, and a 
very small or no lumbar convexity in forced for- 
ward bending more Limited, and giving discom- 
fort in cases that present only slight symptoms, 
and pain in cases that are sensitive. The uni- 
l.teral leg pain is a frequent and prominent 
symptom; occasionally it is bilateral. Disability 
is out of proportion to the ordinary physical signs 
and to the violence of the accident, and can be 
explained only when evidence is demonstrated by 
the roentgen ray. 


In the traumatic cases of stress to these spines, 
the usual injury from which these symptoms de- 
velop is of the nature of a sudden and unexpected 
strain on the ligaments controlling these arti- 
culations, placing sudden force on the back, often 
when the patient is under considerable exertion 
ind in a position of physical disadvanage, as, for 
instance, in the position of bending forward 
while a distinct muscular exertion is being made 
in lifting a heavy weight, etc. The usual symp- 
toms at the time are sudden pain in the lower 
part of the back and, often, a feeling of some- 
thing giving way. There may be _ immediate 
complete disability; on the other hand, there may 
be but little disability, and the man may continue 
his work for a while; yet there is always a cer- 
tain amount of low back pain which continues to 
increase and usually becomes excessive during 
the night, and is then accompanied by stiffness 
of the back and inability to move, ete. The 
clinical picture from this time on is that of the 
usual sprain, such as may be seen of any joint, 
differing only in the severity of the symptoms 
and the amount of disability incident to the in- 
jury of a large joint centrally placed and diffi- 
cult to protect. It is hardly to be questioned that 
these strains are due to a giving way of some 
of the ligamentous structures about the articula- 
tions, such as of the sacro-iliac and lumbosacral 
joints, rather than to a pure musculoligamentous 
strain, involving a definite tearing or loosening 
of the fascial attachments of the big muscle of 
the back, although the latter may accompany the 
joint injury. The disability is long continued and 
persistent, and returns after long periods with 
any strain on the back. The gravity of these 
depends largely on whether it occurs in a normal 
spine or in one that is the seat of some struc- 
tural abnormality or of some pathological pro- 
cess. The roentgen rays do not show fracture, 
but usually do show the anomalies referred to 
above which are found in this type of lumbo- 
sacral junction. 

In order to differentiate the cases of true dis- 
ability from those not real, in dealing with these 
cases of back injury showing a degree of per- 
sistent disability, it is necessary to keep in mind 


the part that may be played by some pathologi 
or abnormal condition in the spine existing at the 
time of the accident. Out of a large number of 
back injuries that must be classed as_ strains, 
there is a definite percentage in which the im- 
mediate symptoms are far more prominent than 
yrdinary, and the residual disability more per- 
sistent than the character and severity of the 
violence would suggest. This discbility must be 
recognized as existing beyond the intensified 
symptoms accompany -ng these delayed cases, and 
representing an actual disability for ordinary 
physical labor. A very large percentage of this 
group is found to show structural anomalies or 
pathologic changes in the spine existing at the 
time of the accident, which render the spine less 
resistent to violence, even when the person had 
been able to pursue his occupation up to the time 
of the injury. Two conditions in these cases play 
the largest role, and must always be borne in 
mind; viz., the various types of osteoarthritis 
and the structural anomalies, either congenital 
yr acquired. Rarely, old tuberculosis and imper 
fectly healed injuries, malignant disease and ar- 
thropathies are unexpectedly encountered, and 
must be kept in mind. 


It brings into prominence the question of the 
suitability of many of these patients for the 
severe forms of work requiring hard but normal 
physical exertion, and the responsibility that this 
previous condition of potential weakness carries 
over to the stage of petsistent disability after the 
injury. How long a patient would have been able 
to continue his work with such a pathologic con- 
dition of the spine, and without an injury to bring 
on a crisis, is a question, yet the injury as the 
determining factor in the establishment of a dis- 
ability cannot be disregarded. The advisability 
of employing these men _ indiscriminately for 
laborious work is debatable. It would be pos- 
sible by examination to cull out a large number 
of men who may be found to possess these de- 
fects and limitations, either of disease or of 
structure, and direct them to positions in the 
labor field which can be filled by them with 
safety. When it is possible to detect very many 
of these defects in advance, it is hardly fair for 
the employer to assume the risk of a more or 
less permanent disability, which is likely to occur 
in ordinary tasks because of a physical defect in 
the individual and not because of the risk in the 
occupation not hazardous in itself for the normal 
individual. Nor on the other hand, is it fair to 
the workman to place him in a position in which, 
because of his physical defect, the added stress 
incident to the ordinary exertion of his work sub- 
jects him to the danger of prolonged disability, 
and of his removal from the ranks of active work- 
ers. The selective placing of men in positions 
with reference to such physical defects or pe- 
culiarities is only following the established cus 
tom already in use in reference to many other 
physical defects. It in no way would displace 
the man from active work, but, on the other hand, 
would select the individual for the place, and, 
in so doing, add to his chance for remaining a 
more permanent asset in the labor world. 


In regard to the treatment of this group of 
persistently disabled persons who are found to 
have definite defects, the demand is for definite 
ind radical measures. The treatment in detail of 
these cases is not considered in this paper, since 
its object is to cal] attention to the important 
role that these recognizable physical defects and 
anomalies play in causing long persistent or 
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prominent disability under the stress incident to 
normal! labor, and to the necessity of taking steps 
to safeguard against these occurrences. 


The ordinary apparatus applied for support 
and protection and the measures of physiotherapy 
give only temporary relief to these patients. A 
spine once the seat of injury because of defect 
can hardly be expected to endure the repeated 
stress with impunity. The only definite way of 
remedying a loose or defective articulation of 
this kind is to fix it firmly by a bony union. 

—LeRoy D. Long, M.D. 
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Silent Lesions of the Upper Urinary Tract, Wm. 
E. Lower, Cleveland, Ohio. Cleveland Clinic 
Quarterly. 

In a series of 637 cases of kidney lesions it was 
found that 33.1% had no symptomatology refer- 
able to the kidney, 15.3% of the symptoms were 
referable entirely to the bladder, 9.5% to the 
gastro-intestinal tract or back, hips, chest, etc., and 
in 8.3% the lesion was entirely symptomless. In 
tuberculosis of the kidney symptoms were refe:- 
able to the kidney in only 27.5% of the cases and 
72.5% had no symptoms referable to the kidney. 
Tumors of the kidney showed 50% with symp- 
toms not referable to the kidney, and attention 
was directed to the kidneys because of the pres- 
ence of blood in the urine, or in children because 
of abdominal tumor. Many cases presented symp- 
toms referable to the gastro-intestinal tract which 
accounts for the large number of mistaken diag- 
noses and often unnecessary abdominal oper- 
ations. Hydronephrosis in this series presented 
38.4% with no symptoms referable to the kidney. 


Pyelonephrosis showed 62.4% with kidney symp- 
toms, 16.6% of this group were symptomless, and 
37.5% showed symptoms referable to the bladder 
only. In perinephritis abscess 60% presented 
symptoms referable to the kidney, the remaining 
presenting no symptoms referable to the kidney 
or being symptom free. In cases of hematuria 
only 71.3% presented symptoms referable to the 
urinary tract. Hematuria may be symptom free 
until, if the lesion is in the kidney, a clot forms 
and blocks the ureter, presenting typical pictures 
of renal colic. To await this event means to let 
the lesion progress too far in many cases for 
satisfactory treatment. 


This is an excellent article and should be read 
by every Man who caters to general medicine. 





Eneuresis. Its Urologic Aspect. Meredith F. 
Campbell, New York City. Journal of Urology, 
September, 1932. 


This is a very good article and should be read 
by every physician who attempts to treat chil- 
dren. 

The author begins by a definition of ereuresis 
as unintentional or involutary nocturnal or di- 
urnal urination in the absence of demonstrable 
pathology. In a series of 249 children, four years 
of age and over, in whom clinicians had diagnosed 
eneuresis and medical, physio, and psychotherapy 
had failed, complete urologic examinations were 
carried out. In 60% of these cases a definite or- 


ganic basis for the urinary symptoms was found. 
The author considers eneuresis only as a symp- 
tom, and disagrees with those who claim to com- 
monly diagnose it as purely functional, psychic 
or emotional. Normal bladder contro] should be 
established by the second year of life, but for 
various reasons he has taken children only over 
four years of age. 118 were males, 131 females. 
Listed among the causes of eneuresis, are, rectal 
worms, enlarged tonsils, adenoids, hyper acid 
urine, phimosis, neuropathic instability, constitu- 
tional inferiority, exhibitionism, retaliation, fear 
of the dark, profound sleep, faulty diet, spina bi- 
fida, congenital weakness of the sphincter, undue 
tonus of the vesical detrussor, masturbation, and 
nocturnal pollution. One psychiatrist believes it 
represents a desire to be a fireman, Hamill stat- 
ed eneuresis is entirely a volitional condition. 
The author states that antecedent disease is rare- 
ly of etiologic impoitance. 


The forms of treatment are legion for this con- 
dition, over 30 drugs have been advised for bed 
wetting, atropin being the one most ofter recom- 
mended, acetocholine has recently been recom- 
mended. The empirical withdrawal of water af- 
ter 4:00 P. M., the omission of a heavy evening 
meal, and the awakening of the child by parents 
or alarm clock are employed. Some have sealed 
the meatus with collodion, some raised the foot 
of the bed, others tried psychic suggestions. Cir- 
cumcision, tonsillectomy, adenoidectomy, rectal 
massage of the bladder floor, passage of sounds, 
faradic stimulation of the perineum, caudal in- 
jections of normal saline, remonstrance, cajoling, 
whipping these children only makes the gap be- 
tween parent and child wider. Encouragement 
and co-operation are valuable when it is func- 
tional. Many pediatricians pay no attention to 
eneuresis, stating they will spontaneously recover. 
Some of these patients will cease to wet the bed 
due to the acquiring of more cerebral control, 
on the other hand the author states that urolo- 
gists see many in the second and third decades 
of their lives manifesting the latter uropathic 
picture consequent to congenital or early acquir- 
ed bladder outlet obstruction with residual urine. 
Some are due to tissue abnormality, some are 
neurogenic. The symptoms of eneuresis may dis- 
appear, but the underlying pathology remains, 
and for this reason the author maintains that 
eneuritic children over four years of age should 
be subjected to urologic examination when ex- 
tensive medical, physio and psychotherapy for 
two or three months has proved unsuccessful. 

Urinalysis of catheterized specimens in females 
and voided specimens in males (collected after 
retraction of the prepuce) carefully washing of 
the glands and meatus with soap, and voiding a 
few c.c. prior to taking of specimen is of great 
importance. 

In this urinalysis we are interested in _ pus, 
blood and bacteria. Carefully note the residual 
urine. He found 16% with residium of 10 c.c. to 
10 ounces. In juveniles residual urine is most 
commonly caused by congenital obstruction of the 
bladder neck or urethra and neuromuscular dis- 
ease (cord bladder). Cystometry is the next pro- 
cedure. This determines the myogenic and neuro- 
genic balance of the bladder. A plain radiograph 
of the G. U. tract is taken, here may be seen 
stones, spinal defects. In his 237 cases 34 show- 
ed spina-bifida occulta and two sacral deformity. 
A cystogram is next made, the child is next sub- 
jected to cystoscopy. In 85% of these cases the 
examination was performed without general 
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anaesthesia. The findings include practically 
every known lesion of the urinary tract. There 
were only 76 normals. Of strictures, congenital 
atresia of the meatus is most common. He has 
never observed eneuresis due to phimosis, but he 
has seen eneuresis following circumcision. In 
females urethro-trigonitis is very common. It 
responds to urethral dilations and local applica- 
tions of silver nitrate. In males the posterior 
urethra showed changes seen in the adult with 
chronic and excessive masturbation. Prostatitis 
often occurred before puberty. 

With a negative urologic examination further 
treatment can be carried on with the assurance 
that no marked destructive uropathy is in prog- 
ress. 


Tuberculosis. Alfonso De La Pena and Emilio 
De La Pena, Madrid, Spain. Journal of Urol- 
ogy, September, 1932. Page 343. 


The author quotes Keyes as having found 
autonephrectomy to have occurred in 1.2% of 
cases, and Caulk in 10% of cases. He states that 
the risk of nephrectomy seems to be less, the 
post-operative course more favorable in cases 
who have undergone autonephrectomy before 
nephrectomy. Closing of the ureteral lumen un- 
doubtedly slowly abolishes the remaining func- 
tion of the kidney. The healthy kidney having 
time to undergo compensatory hyperplasia. 
Nephrectomy is a safer proceedure after the body 
has become accustomed to all of the urinary ex- 
cretion being carried on by one kidney. 


He reports four cases in which he electrocoagu- 
lated the ureteral meatus, which in turn closed 
the vesical orifice of the ureter, and later per- 
formed a nephrectomy. He warns especially in 
the early cases of development of hydronephrosis 
or pyonephrosis and immediate operation pos- 
sibly being imperative. In one case he inserted 
catheter in ureter to prevent its too rapid closure, 


and after taking catheter out in five days the 
patient complained of pain in the kidney region 
Cystoscopic examination three weeks later re- 
vealed no dye coming from the coagulated ori- 
fice. On nephrectomy of this kidney the blood 
supply was good, there was marked dilation of 
the pelvis and calices, and tubercle bacilli were 
received from the urine of this kidney. 


He states in conclusion that a safer way is to 
insert a catheter in ureter after the coagulation 
of the vesical orifice for a few days to prevent 
too sudden closure of orifice He states that by 
occluding these ureters that the other kidney is 
adapted before nephrectomy to the whole body’s 
excretory function of both kidneys, and the lower 
urinary tract is lesse liable to infection. 


~~ * 
BOOK REVIEWS 
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Pharmacology of the Medicinal Agents in Com- 
mon Use. A brief account of their derivation, 
their more important uses, their chief physio- 
logical effects, with incidental mention of their 
therapeutic uses. By Stanley Coulter, Ph. D., 
Sc.D. Prepared especially for students of medi- 
cine. Published by Eli Lilly and Company, In- 
dianapolis. Price Fifty cents. 


Hospitals and Child Health. Hospitals and Dis- 
pensaries; Convalescent Care; Medical Social 
Service. Reports of the Subcommittees on: Hos- 
pitals and Dispensaries—Clifford G. Grulee, M.D., 
Chairman; Canvalescent Care—Adrian V. S. Lam- 
bert, M. D., Chairman; Medical Social Service 
Ida M. Cannon, R.N., Chairman; White House 
Conference on Child Health and Protection. The 
Century Company, New York. Price $2.50. 


REPORT OF EXAMINATION FOR LICENSES TO PRACTICE MEDICINE. 


Examination held at State Capitol, Oklahoma City, September 12th and 15th, 1932. 


The following applicants passed: 


Year of 





Year School of Home Address or 
Name of Place of Birth Graduation Gradu- Vrevious Location 
Birth ation 
Atkins, William Howard 1907 Lone Mt., Tex Univ. of Tenr 930 Normar Okla 
Beaman, Marion Thos 1861 Indiana Under-grad Midwell, Okl 
Cisco, John Smith 1879 Kentucky Ky, Sch lof Med 107 Ardmore, Okl 
Daly, John Fidlar 1905 Overton, Net Univ of Pen: 1930 whusk Okla 
Edwards, David Lloyd 1907 Ponea City Northwest ! ’ Tulsa, Ok 
Fulton, Clifford Cannor 1902 Atoka, Okla Rush Med ' Atol Ok 
Graham, Allison Tower 1891 Mississipp Memphis Hosy 
Med. Col 19 Ok t 
Hamilton, F. L. A 1862 Mt. View A! Missouri Med SRR Kemp, Okla 
Hinson, Bruce Ratliff 190 Bono Ark Northwestert 32 Enid, Ob 
Holz, Carl Julius Henry 1902 Marissa 1 Univ f ill 128 I sa, Okla 
Johnson, Glenn Herbert 1893 Harrison, Ark Univ f Ark 1929 I i, OK! 
McGonigl John I 1R6E Adair Mo Beaumont Host 
Med 0 ‘kla, City 
Pitts, Donald H 1892 Little Souix, lowa reighton Med 191 Canute oO} 
Ratcliff, Leo R. « ) 1897 San Augustir 
Texas Meharry Med ’ Tuls Okla 
Staley, Percy Alfred 1900 Aurora, Mo Univ. « il 30 Fairfax, Okla 
Woodburn, Joel Tinde: 1902 Parsons, Kans Washington Ur 128 Muskogee, Okla 
Reichert, Rudolph Jor 1899 Evansville Univ f lowa 1930 ‘kla. City 
Eberhart, Majorie Graham 1904 Arkansas Univ of Okl 1930 Manhattan, Kans 
Rafferty, Frank Wilbur 1908 Spokane, Wash Univ f Oreg 1932 Ok! City 
Mechling, Geo. Seanor 1905 Newkirk, OK Univ. of Okl 1932 Okla. City 
Lyons, Dave Joseph 1905 Kansas St. Louis Univ 30 Seminole, Okla 
Th.vgemorton, Howard B 1908 Pocahantas Univ. of Ark 131 Seminol Okl 
Donnelly Allen Daltor Pilot Point Univ. of Texas 1932 kl City 
Burrows, Lilburn I 1902 Woodward, Okla. Baylor Univ 1932 Okla. City 
Baird, J. Byron 1906 Davenport, Okla Univ. of Ark 1932 Strou Ok! 
Newman, Mesheck Haskell 1907 Grand, Okla Univ. of Tenr 132 Shattuck, Okla 
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SOCIAL INSURANCE UNDERMINES NaA- 
TIONAL CHARACTER (Continued) 


By DR. EDWARD H. OCHSNER 


has no history.” Whoever said this probably had 
in mind the old type school history text books 
which contained little besides records of militaiy 
campaigns, revolutions and international wars. 
Viewed from that standpoint the epigram was un- 
questionably true. Today a more suitable epi- 
gram would be—Happy is the nation that has no 
need for charitable organizations or devices. The 
ideal society would be one in which every indi- 
vidual can and does secure a decent living for 
himself and those dependent upon him by the 
“sweat of his brow,” or by mental exertion, or, 
what would be better still, by the application of 
both brain and brawn. 


There is no fundamental difference between 
outright charity and social insurance; both un- 
dermine character; both have a tendency to paup- 
erize the citizen, for both rob the individual an: 
his self-reliance and his enthusiasm and his urge 
for industry; they both penalize the honest, fru- 
gal and industrious and favor the lazy shifters 
and immoral because they inevitably favor the 
unfair and inequable distribution of the results 
of labor; both encourage malingering and favor 
neuroses; both often give something for nothing 
or much for little, which is the basis of parasit- 
ism, and both delay the ultimate goal when every 
man Shall reap the fruits of his labors. 


The man who once accepts charity, particular- 
ly if it is not a case of dire necessity, is not quite 
so fine a man as he was before. He has lost 
something that nothing can replace. War, pestil- 
ence, or general disaster may reduce anyone of 
us to want and penury and then there is no dis 
grace in accepting aid from our fellowmen; but 
under ordinary circumstances no able bodied in- 
dividual with fair intelligence and health has any 
moral right to that which he has not honestly 
-arned. 


The proponents of Compulsory Health Insur- 
ance will undoubtedly say that it was with the 
view of saving men znd women from the stigma 
of being paupers and the evil effects of pauper- 
ism that this and other phases of social insurance 
were brought forward. Exactly, but what has 
actually happened they did not foresee. As is so 
generally the consequence when a law is enacted 
on an emotional basis instead of on sound reason- 
ing and adequate experience, an element was in- 
troduced even worse than pauperism; beside 
pauperism was not relieved nor even mitigated. 


There are two distinct types of paupers. The 
mentally and morally subnormal who are not in 
any way injured by the st‘'gma of pauperism and 
who still remain paupers because no Compulsory 











Health Insurance law so far devised includes or 
can include them. They are the “unemployable” 
whom industry cannot use. The second class are 
old people who in their youth have been lazy or 
extravagant, or who have lost their savings 
through poor investments. Those who have been 
lazy and extravagant are simply reaping their 
just reward and have no one to blame but them- 
selves and it is morally wrong for the govern- 
ment to tax the thrifty and industrious for their 
support except in almshouses. The way to deal 
with the problem of the investment sharks is to 
teach the pupils in our high schools something 
about investment and to hang the gold brick and 
non-secure security salesman, or if this is too 
drastic devise some other way of putting them 
out of business. 

Compulsory Health Insurance has simply added 
parasitism to pauperism. The effect upon the in- 
sured and upon the public in general is almost 
as bad as it is on the medical profession. It en- 
courages malingering and deception; it puts a 
premium on sloth and shiftlessness and a penalty 
on industry and integrity and thrift; it robs in- 
dustry of its just reward; and it encourages 
parasitism. 


One of the first effects observed after its in- 
troduction in Germany was the changed attitude 
of a large group of the insured. Before the law 
went into effect, patients came to their physicians 
for the relief of real ailments; after it went into 
effect an ever-increasing number came_ with 
imaginary and simulated ailments for the purpose 
of getting the sick benef-t stipend or free hos- 
pital care. The latter was particularly the case 
in the*fall of the year when many came com- 
plaining of things that were difficult to diagnose 
and hence difficult to exclude such as spinal con- 
cussion, neuritis, and vague adbominal pains. As 
time has passed this abuse has gradually grown 
to appalling proportions as the following statis- 
tics indicate. Dr. Potts of Oak Park, cites the 
following: 


In a check-up in Brawnschweig, two thousand 
eight (2008) people on the sick list were asked 
to report for a check-up examination. This in- 
duced eight hundred sixteen (816) to report for 
work at once, two hundred eighty-nine (289) 
were found fit for work and only nine hundred 
three (903) or less than fo.ty-five (45) percent 
of those receiving sick money were actually sick 
The proponents of Compulsory Health Insurance 
will undoubtedly say—this is an individual in- 
stance. But not so. This abuse is so almost 
universal that it is seriously affecting the gen- 
eral honesty of the rank and file of the citizens 
of those countries where it has been in operation 
the longest. Social insurance is one of the major 
factors which has brought Germany to the very 
verge of economic ruin, and worse than even that 
-it is undermining the fundamental honesty an: 
moral integrity of the Germen citizen. ; 
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